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Cataract Surgery 


Modern Cataract Surgery 


RALPH S. LICKLIDER, D.O., F.O.C.O. 
Columbus, Ohio 


The purpose of this paper is to familiarize physi- 
cians with new procedures so that they can explain to 
their patients why there is a minimum of physical and 
mental discomfort in modern cataract surgery. No 
longer is it necessary for patients to be under tension 
or to be apprehensive—conditions which may cause 
serious surgical complications. Instead, they are re- 
laxed, and many are asleep throughout the entire pro- 
cedure, thereby eliminating the so-called bad actors. 

Following surgery, a patient is permitted to turn 
to the unoperated side, with the head moderately ele- 
vated. Postoperative nausea and vomiting were for- 
merly common but with modern procedures are infre- 
quent. In addition, pain is seldom present. __ 

With the present procedures, visual acuity, both 
near and distant, have definitely improved in a very 
high percentage of cases, accounting for greater visual 
comfort. 

With the marked increase in life expectancy in the 
last 10 or 15 years, cataract surgery is more compli- 
cated with geriatric problems than in the past. For this 
reason, the patient is brought into the hospital 2 or 
more days before surgery, so that the medical depart- 
ment can evaluate the physical findings encountered in 
the aged, such as diabetes, prostatic and genitourinary 
problems, foci of infection, circulatory deficiencies, and 
hypertension. Furthermore, the laboratory can make 
the proper studies of cultures taken from the conjunc- 
tival sac, and appropriate treatments may then be ap- 
plied according to the findings. Examination should be 
made to be sure the lacrimal drainage system is func- 
tioning. If it is not, proper treatment should be ad- 
ministered. Even though no infection is found, Aureo- 
mycin (ophthalmic) is instilled in both eyes every 2 
hours when the patient is awake, up to and including 
the morning of surgery. 

Kirby’ suggests that time spent with patients to 
reassure them and to eliminate apprehension is of great 
value, especially if one mentions that essentially there 
will be no pain. It is of great help to inform them that, 
following the operation, they may be turned to the un- 
operated side; that the unoperated eye will not be 
covered, assuring them they will be able to see if they 
so desire ; and that the head will not be placed between 
sandbags and wedged in a rigid position. In addition, 
it is reassuring to patients to be informed that ordi- 
narily they will be permitted to sit up and walk about 
the bed on the third or fourth postoperative day. 

Preoperative medication for sedation consists of 
either one Somorsed capsule (chloral hydrate) or 1% 
grains of Nembutal sodium at bedtime and 1% grains 
of Nembutal 2 hours before surgery. If indicated, 
Nembutal may be repeated 1 hour before surgery. If 
the patient is small of stature, or there are other indica- 
tions, preoperative medication may be varied. Demerol, 

mg., is prepared for hypodermic injection and sent 
to the operating room at the time of surgery. This is 
given intravenously prior to the corneal section; 50 
mg. Or more are given according to the weight of the 


patient and the apparent sedation that has been induced 
by the previous medications. 

The patient is positioned on the operating-room 
table with his head slightly elevated and a tube from 
an oxygen tank taped to the edge of his chin. To allay 
fear, the patient is informed that there will be a slight 
hissing noise from the tube. During the entire opera- 
tion, 5 to 12 liters of oxygen are administered per min- 
ute, thereby eliminating various degrees of orthopnea. 


A local anesthetic, Monocaine 1% per cent with 
1:100,000 epinephrine, is then administered. The Van 
Lint method is used to produce akinesia: 4 or 5 minims 
of Monocaine are injected in the median area of the 
upper and lower lids at the marginal edge; 2 or 3 
minims are injected at the outer canthus so that canth- 
otomy can be performed, if indicated; 1 cc. of Mono- 
caine is infiltrated at the superior orbital foramen, and 
the same amount at the infraorbital foramen. Approxi- 
mately 0.5 cc. of Monocaine is injected under the con- 
junctiva at the attachment of the superior rectus 
muscle; 3 or 4 minims are injected under the con- 
junctiva, adjacent to the limbus, at the 12 o’clock posi- 
tion. For purposes of retraction, no. 4-0 silk suture is 
then applied in the skin at the median area of the upper 
and lower lid near the margin. A bridle suture is placed 
underneath the insertion of the superior rectus muscle. 

The conjunctiva is then incised as far forward as 
possible at the limbus, leaving behind no conjunctival 
tags. This incision is extended laterally and medially to 
approximately 180 degrees. The conjunctiva is then 
freed superiorly for approximately 7 or 8 mm. The 
Graefe knife is inserted superiorly at the corneoscleral 
junction, and a small section is made. The section is 
then enlarged with scissors to approximately 180 de- 
grees. Next, double-armed atraumatic no. 6-0 mild 
chromic gut sutures are applied at 12, 1, and 11 o'clock. 
Sutures are passed through the margin of the cornea 
and sclera at the positions mentioned. The sutures are 
carried through to approximately half their length, and 
a large loop is made between the lips of the corneo- 
scleral section. It has often been pointed out that these 
sutures should not be placed too deep in the scleral 
margin or they may cause epithelial invasion of the 
anterior chamber and may contribute to hemorrhage. 

If the patient is extremely aged and his physical . 
condition is not ideal, complete iridectomy is less likely 
to contribute to serious complications than is peripheral 
iridectomy. However, a round pupil usually creates 
better visual acuity and adds somewhat to the cosmetic 
effect. If the pupil does not dilate well, complete 
iridectomy is indicated. In delivering the lens, I prefer 
the Bell erysiphake, which produces a uniform pull on 
the anterior capsule and is less likely to produce a 
capsular tear. The muscle hook is then applied in all 
areas at the limbus ring. Short, massaging impulses are 
first used at 12 o’clock and extended down to 6 o'clock 
on either side. As the lens shows signs of loosening, 
most of the pressure is then exerted at 6 o’clock, fol- 
lowing the lens on the cornea as it delivers. Following 
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delivery of the lens, the sutures are tied loosely but not 
knotted. The iris is then reposited carefully, and the 
cornea is inspected to make sure it approximates well 
with the scleral lip along the entire 180 degrees and 
that the sutures have been aligned in passing from the 
cornea to the sclera. 

If irrigation of the anterior chamber is necessary, 
this should be completed. However, if following de- 
livery of the lens, this procedure can be eliminated, it 
is advisable to do so, since undue irrigation of the an- 
terior chamber may be conducive to unnecessary com- 
plications. After the sutures are snugly tied, a large 
air bubble is infiltrated into the anterior chamber to 
help re-form this area. The conjunctiva is then extend- 
ed out over the cornea and fastened on either side with 
one suture of no. 6-0 mild chromic gut. The immediate 
surface areas are then gently irrigated with saline solu- 
tion containing 20,000 units of penicillin per cc. Fol- 
lowing this, Aureomycin (ophthalmic) is applied. If 
the pupil is round, 1 or 2 drops of 2 per cent pilocar- 
pine are instilled. If iridectomy-has been complete and 
the iris is in good position, atropine, formerly used 
routinely, is not used. The bridle suture is then re- 
moved. The sutures in the upper and lower lids may 
be tied gently, so as to approximate the margins of the 
lids. A thin layer of cotton, moistened with penicillin 
solution, is then placed over the lids, and a gauze 
bandage, properly fluffed, is placed over the eye and 
held in place with narrow strips of adhesive. 

COMMENT 

I have virtually eliminated loss of vitreous by ex- 
clusion of the eye speculum and, as suggested by Kirby, 
I have eliminated the retrobulbar block. Topical cocaine 
drops are not used. Instead I use % per cent Ponto- 
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caine and an occasional application of 1:1,000 Epineph- 
rine. Since the essential elimination of cocaine and 
atropine during the operation, desiccation of the cornea 
is seldom encountered. Postoperatively, the cornea has 
been much clearer, and I have encountered less tend- 
ency toward graying, particularly at 12 o’clock or at the 
edge of the section. It is my belief that tissues do not 
heal as well following the use of atropine as they do 
when it is seldom or sparingly used. 

In the last 2 years, with use of the Bell erysiphake, 
I have experienced far fewer ruptures of the capsuk 
than with capsular forceps. In addition, the procedure 
of bandaging only the operated eye (I use fluffed gauze 
exclusively) decreases postoperative apprehension 
markedly and creates a better psychologic response 
from the patient. The elimination 2 years ago of var 
ious shields widely used in the past has confirmed m\ 
belief that they are more a hazard than a safety factor. 
The use of the conjunctival hood (peritomy) which is 
extended over the cornea, covering the sutures, is of 
supportive value and creates a more comfortable eye. 

Patients are extremely relaxed during the opera- 
tion, and with the use of intravenous Demerol, many 
sleep throughout the procedure. There is essentially no 
postoperative nausea. The use of mild no. 6-0 chromic 
gut corneal sutures is not as irritating as the no. 6-() 
silk suture commonly used. With this type the neces- 
sity of postoperative removal is eliminated. Trauma 
and hemorrhage are frequent complications of suture 
removal; these too are eliminated by this procedure. 


111 W. Third Ave. 

REFERENCE 
1. Kirby, D. B.: Surgery of cataract. J. B. Lippincott Co., Phila 
delphia, 1950. 


Methods of Making and Closing Cataract Incisions 


WARD G. DeWITT, D.O. 
Long Beach, Calif. 


HISTORICAL BACKGROUND 

The Arabs, in the early centuries a.D., developed 
an incision through which they inserted a hollow needle 
and withdrew the cataract, but this technic was not 
adopted by western civilizations. Charles St. Yves was 
the first to extract an anteriorly placed lens en masse. 
The first incisions at the inferior border were made by 
Daviel. Samuel Sharp invented the forerunner of the 
von Graefe knife. Georges LaFaye invented the cysto- 
tome and a cataract knife. Pierre Francois Benezet 
Pamard adopted the dorsal decubitus position for the 
patient, and he abandoned the lower incision for the 
upward incision. Blanchet removed the lens through an 
incision in the cornea. 

Since the technics of most modern operations still 
vary considerably, I wish to discuss the steps used in 
making the incision. The first consideration is the pre- 
ferred fixation of the eye. 


FIXATION 

Fixation can be made at any of four points :* (1) 
on the conjunctiva and episcleral tissue just below the 
lower limbus, (2) on the superior rectus tendon, (3) 
on the lateral rectus, or (4) on the medial rectus 
tendon. These points vary according to whether the 
surgeon uses a Graefe knife, a keratome, or an ab 
externo incision, 


Fixation below allows intorsion when the classical 
knife incision is used, but after counterpuncture this 
type of fixation helps traction against the upper cutting 
action of the blade. 

It is not feasible to grasp the inferior rectus tendon 
as it is too far down and intorsion is too great. 

Fixation made above the area of incision or on the 
superior rectus allows wobbling and intorsion as does 
inferior fixation. Superior fixation with a bridle suture 
through the superior rectus and counterfixation on the 
inferior of the limbus are ideal for the keratome in- 
cision. 

Fixation laterally on the lateral rectus would be 
efficient for the knife puncture and counterpuncture ii 
the fixation instruments could be kept out of the wav. 
so'a suture through the lateral tendon might be of 
benefit, but of doubtful value after the puncture was 
made. 

According to Kirby,* the best single point fixation 
for a full knife section is on the lower border of the 
internal or medial rectus. There will not be any intor- 
sion or rotation. The knife counterpuncture allows 
emergence just above and continues to steady the eye 
while the incision is being completed. 

A modification that I would like to present here is 
something that I have attempted only on the cadaver. 
Considering the inelasticity of the cadaveric eye in its 
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orbit, I was agreeably surprised at the ease with which 
the eye could be fixed in position and the lids held back 
by a simple procedure. 

Through a small conjunctival incision a muscle 
hook is passed backward, the point is pressed between 
the ocular muscle tendon and sclera and then is brought 
forward, rotating the eye on its axis until the insertion 
of the tendon is well within the field of operation ; fol- 
lowing this a silver wire similar to a no. 3 or 4 lacrimal 
probe is passed under the tendon and brought out 
through the conjunctiva, continuing on until the end is 
resting on the orbital edge. 

This procedure was also utilized for the superior 
rectus, inferior rectus, and the medial or internal rectus, 
the silver probes being bent to conform to the- contour 
of the orbit in such a manner that the ends rested flat 
and firmly around the orbital margins. 

I was pleased to note that on the cadaver the lids 
were held back in place, the eye was firmly fixed, and 
the muscles acted as handles on a bag, and I believe 
that on the living eye the possibility of loss of vitreous 
would be almost eliminated. Furthermore, these probes 
acting as lid retractors eliminated a great deal of im- 
pedimenta which tend to clutter the surgeon’s field and 
slow the operation. 


INCISION 


The purpose of the incision is to provide proper 
space for the manipulations required in removal of the 
cataract. The incision must not by its size, position, or 
shape interfere with the clarity or vitality of the cornea, 
and it should be larger for intracapsular than for extra- 
capsular extractions. 

A properly placed incision 1 to, 1.5 mm. back of 
the clear cornea in a semicircle of the scleral limbus as 
made with a full Graefe section will give the needed 
efficiency. The inside diameter will measure 10 to 11 
mm, at the horizonta! meridian and provide an opening 
as great as the widest diameter of the lens. The corneal 
and scleral segments will show a uniform bevel of 1 to 
1.25 mm.* 


The same opening may be achieved by making a 
smaller section with the knife and enlarging it with 
scissors or by making a keratome section and enlarging 
it in the same manner. The incision should be in the 
narrow zone between the end of Descemet’s membrane 
and Schlemm’s canal. Too anterior an incision will in- 
jure Descemet’s membrane and may permit it to curl 
because of its inherent elasticity. Too deep an incision 
will injure Schlemm’s canal and the venous channels. 


For a Graefe section Kirby*® recommends diagonal 
slicing rather than horizontal slicing or pull with the 
Graefe knife. With diagonal motion, about 105 degrees 
of are can be cut with the first forward, upward, and 
medial slice after counterpuncture; then 55 to 65 de- 
grees of arc will remain to be severed on the return. A 
third minor forward move might be necessary.* 


_ An ab externo incision may be made when a full 
Graefe technic is not feasible. This is indicated when 
the anterior chamber is shallow and the iris and lens 
are forward, when there are anterior synechiae due to 
glaucoma or trauma, when there is evidence of long- 
standing glaucoma, when the vitreous or uvea or both 
are increased in volume, and when the lens is in- 
tumescent, swollen, or increased in size. A keratome 
should be used after peritomy, or under favorable con- 
ditions the entire incision may be made ab externo with 
a small, sharp, rounded-belly scalpel. The knife is kept 
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on a curve following the arc of the globe, cutting 
through one half to three fourths of the limbal thick- 
ness. 

Davidson* has devised a forceps into which has 
been fitted a section of safety razor blade with the 
cutting edge projecting 0.5 mm. The forceps tips act 
as a stop and permit a cut exactly 0.5 mm. in depth. 
Peritomy performed in this fashion is fast and ac- 
curate. 

PLACEMENT OF SUTURES 


After making the peritomy Kirby* uses the same 
small, rounded scalpel to open the corneal flap, after 
first placing a no. 6-0 suture at 90 degrees, or 12 o’clock, 
for use as traction, and inserting more sutures for 
traction as necessary. Once the opening is started, he 
uses the knife to cut from within outward until the 
whole semicircular incision is completed. He usually 
finds five traction sutures necessary to finish. 

All early operations were done without sutures. 
Some surgeons even now approximate only the con- 
junctival edges, some anchor a small conjunctival flap 
to the sclera, some bring a flap down from above, and 
some use appositional sutures. Sutures avoid ulceration 
of wound edges, tend to prevent iris prolapse, and allow 
prompt restoration of the globe. 

Conjunctival sutures are practically of no use, ex- 
cept for the Van Lint flap which is a fornix-based flap 
brought down over the cornea and anchored just below 
the midaxial line. This last is still considered good 
practice and is used by many excellent eye surgeons. 
The flap of conjunctiva covers the appositional sutures, 
decreasing afterpain, lends some pressure, and many 
times recedes to its normal position without untoward 
conjunctival disturbance. Also conjunctiva over the 
wound edges speeds up healing. This latter is a de- 
sirable factor in elderly patients. Fibrin exuded from 
the conjunctival vessels makes for faster union, seals 
the wound, and prevents direct access to bacteria and 
downgrowth of epithelium. It does not prevent opening 
of the incision with prolapse of iris and vitreous. 


Suarez de Mendoza* was the first to use preplaced 
appositional sutures in 1892. He placed his sutures in 
the clear cornea without any conjunctival covering ; this 
invites infection and epithelial downgrowth. In cases 
complicated by glaucoma this may be necessary in order 
to avoid the filtration area. 


In any case, sutures reduce postoperative compli- 
cations, protect against convalescent accidents, and re- 
sult in earlier mobilization of the patient. 


Preplaced sutures are desirable because of the need 
for correct apposition of the wound edges and to avoid 
placing sutures after the eye is open. Such manipula- 
tion after the eye is open could be hazardous. 


Arguments against preplaced sutures are: the 
greater difficulty with knife section and the necessity 
for placing the ends of the sutures far enough apart to 
allow the knife to pass accurately between them. It is 
a nuisance to have expended time placing a suture and 
then to cut it. However, if the sutures are placed so far 
apart that the knife can pass easily between, there is 
danger of over-riding, buckling, and distortion when 
they are tied. The Verhoeff and McLean methods in- 
sure accurate apposition. These sutures pass through 
and not over the lips of the wound. If a correct inci- 
sion seems impossible without cutting the suture, a 
keratome may be used at first and the incision com- 
pleted with scissors. 
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Verhoeff® devised three methods for placement of 
sutures : 

1. A fornix-based flap is used along with a bridle 
suture or forceps fixation through the superior rectus, 
and a double-armed suture is employed. One needle at 
the limbus is passed toward the center of the cornea 
and brought out 1.5 mm. from the limbus. The thread is 
pulled back and forth under tension (sawed) in order 
to open a tract about 0.5 mm. in length. The other 
needle is then entered at the upper end of this tract and 
passed upward within the sclera for about 1 mm. Both 
needles are then passed through the conjunctiva from 
beneath. The two thread loops are arranged to permit 
passage of the knife. Next the incision is made at the 
limbus or in the sclera and passed upward with the 
regular Graefe knife. The suture is tied immediately 
after the lens is removed. The iris is then replaced 
and toilet performed. 


2. The differences between this method and the 
first are in the manner in which the suture is passed 
through the cornea and that the suture is inserted after 
the corneal incision has been made. The same small 
corneal flap is made. A needle is inserted through the 
sclera 1 mm. above the limbus, passed through the tis- 
sue, and brought out 1 mm. below the limbus in the 
cornea. This makes a tract through which a suture can 
later pass. The needle holes are touched with 1 per 
cent mercurochrome to make the tract more visible. 
After the incision is made, a blunt needle, smaller than 
the one used in making the tract, is required. The 
threaded needle is pushed through the corneal flap from 
the upper surface, passed through the scleral tract, and 
continued through the wound and the corneal tract. 
Next the needle is forced through the flap from under- 
neath, a spatula placed in the wound, and a loop of 
thread drawn out so the wound can be opened. This is 
a postplaced suture. 


3. This method is used if the surgeon has been un- 
successful in passing the blunt needle into the tract in 
the cornea as described in the second method. The 
needle is passed through the tract in the sclera and 
brought out through the wound. The blunt needle 
places the suture in the more visible corneal tract, fol- 
lowing which it is replaced by a sharp needle, and the 
corneal suture is then passed through the scleral suture 
and pulled through the scleral tract and on through the 
conjunctival flap, thus establishing a complete through- 
and-through suture. 


Stallard’s suture is a technic whereby the needle is 
placed 1 mm. inside the limbus and pushed through the 
cornea for 2 to 2.5 mm. transversely. It emerges, is re- 
versed, and traverses through the conjunctiva and 
superficial layers of the sclera 1.5 mm. above the 
limbus. It crosses through the superficial half of the 
sclera for 2.5 mm. before emerging through the con- 
junctiva opposite the spot where it entered the cornea. 
These traversings through tissue are, therefore, parallel. 
The suture is dampened with sterile saline, and the 
corneal ends are drawn down in the 6 o’clock meridian 
and placed over the cornea. The scleral ends are drawn 
up in the 12 o’clock meridian and placed on the con- 
junctiva. The suture, because of its double crossing- 
over of the wound edges, tends to allow over-riding or 
buckling of the wound edges. 


McLean’s suture, also a preplaced suture, does not 
permit buckling or over-riding because it passes 
through the lips of the incision. Here the conjunctival 
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flap is small and forms a limbal band around the entire 
upper half of the cornea. A slot is made at the base of 
the flap approximately halfway through and toward the 
anterior chamber. A Lundsgaard knife, cataract knife, 
keratome, or small scalpel is used to make this slot. A 
suture is passed through the base of the conjunctiva, 
reversed and passed through the sclera, slot, and cornea, 
emerging below the base of the conjunctival flap on the 
cornea. The thread is pulled out of the slot, looped out 
of the way, the incision made, and the operation is con- 
tinued. 


I have performed five operations in which I used 
the McLean technic with the following variation: | 
use a larger conjunctival flap, being careful to keep it 
full thickness down to the limbus. After the slot is 
made, I pass the needle from above the slot, approxi- 
mately 1 mm. to the slot, being careful not to go deeper 
than the bottom of the slot. The needle is passed on 
and emerges on the cornea just inferior to the base of 
the conjunctival flap. The needle is then reversed and 
passed backward through the conjunctival base in such 
a way that a loop is formed when the thread is pulled 
out of the slot by means of a small hook. The double 
thread portion fastened to the corneal flap at 12 o’clock 
acts not only as a traction suture, but also holds the con- 
junctival flap out of the way. 


After removal of the lens, the suture is tied and 
cut in such a way that the suture and knot are com- 
pletely buried by the conjunctival flap which is held in 
position by a running self-securing conjunctivai suture. 


I did this accidentally the first time and was 
alarmed over possible difficulty in removing the suture 
later. However, | found that in approximately 10 to 12 
days the knot had caused sufficient thinning of the con- 
junctiva so that a shallow nick or light touch-with a no. 
11 Bard-Parker blade freed the knot which could then 
be clipped and removed easily. 


I have since tried the same technic with no. 6-0 
mild chromic suture, but the ends of the chromic suture 
in one instance were too stiff and protruded through 
the conjunctiva at the end of 5 days. 


In the cases in which I have buried the silk suture, 
the patients were amazingly comfortable and free from 
pain. In certain cases, most of the postoperative pain 
was caused by sutures rubbing the conjunctiva of the 
upper lid, not only necessitating more sedation and in- 
creasing the possibility of nausea, but causing the upper 
lid to swell and thereby rendering later manipulations 
more difficult. 


Kirby** has written two texts that describe others’ 
technics as well as his own. In addition he has elaborat- 
ed his own methods in great detail. He uses a modified 
version of McLean’s and Verhoeff’s suture placements 
since he prefers to perform peritomy with the use of 
traction sutures. He places from two to five radial ap- 
positional sutures and greatly emphasizes his prefer- 
ence for postplaced sutures. 


He uses a fornix-based flap and with McLean's 
slot passes a needle and suture through the tissues, the 
last inch of suture being dipped in sterile methylene 
blue to clearly reveal the tracts. Using fine-tooth for- 
ceps, he then places sutures, after the incision has been 
made, in these stained tracts, using no. 6-0 mild 
chromic gut in which a knot has been tied. The knot is 
used as a stop in the event of danger and in case an 
emergency closure is necessary, the lateral sutures be- 
ing pulled up. 


No 1, April, 1956 

His favorite method is to place two wing sutures, 
one at 10:30 and the other at 1:30. These are inserted, 
looped, and a loose knot made for quick tying; then, 
in the band of the central corneal flap, he places another 
suture which he uses for traction. All of these sutures 
are no. 6-0 mild chromic gut. 

After removal of the lens, he uses the inner needle 
of the traction suture and passes it through the sclera 
at 12 o’clock and completes the closure of the incision. 
He sometimes does not tie the central suture but re- 
moves it after it has been used for traction. Kirby is of 
the opinion that a span of 5 mm. between radial apposi- 
tional sutures is the limit. 


REMOVAL OF SUTURES 


Most surgeons believe sutures can be removed in 
10 days, but Kirby* recommends 14 days. In my expe- 
rience with mild chromic gut sutures in cataract sur- 
gery and also in muscle and trephine surgery, I have 
found that buried gut does not have to be removed un- 
less the ends tend to irritate the upper lid by piercing 
through the conjunctiva. By leaving the suture longer 
above the knot this does not occur as frequently. Cut- 
ting any gut suture short above the knot is a mistake 
as it has a tendency to untie. 


CONCLUSIONS 
As a final comment I would like to describe what 
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I feel would be an ideal technic for opening and closing 
the cataract incision. 


The eye should be fixed with a silver wire passed 
under the extraocular tendons. The wire should be 
heavy enough for fixation, yet malleable enough to al- 
low the surgeon to bend it and adjust it. It could also 
act as a retractor. There will then be no sutures or lid 
speculum to clutter the surgical field. 


2. Peritomy should be by the Davidson method, 
which is quick and effective, allowing a fornix-based 
conjunctival flap to be made. 


3. Tract sutures should be placed and the tracts 
dyed with sterile methylene blue. 


4. A Graefe knife incision should be made if con- 
ditions warrant ; otherwise an ab externo opening, com- 
plete or modified, should be utilized. 


5. Mild no. 6-0 chromic gut sutures should be 
placed through tracts previously made. 


6. After the sutures are tied, the incision should 
be covered with a Van Lint flap to help keep mild appo- 
sitional pressure. All sutures except the low-placed 
ones holding the flap would then be covered. 
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Methods of Lens Extractions 


WARD G. DeWITT, D.O. 
Long Beach, Calif. 


INTRODUCTION 

The purpose of cataract surgery is to extract the 
lens as completely as possible with minimum trauma, 
without leaving any gross remnants of the lens matter, 
and without loss of vitreous. ; 

Stallard’ states that the majority of conservative 
surgeons favor the extracapsular method of extraction 
because it is less dangerous from the point of view of 
vitreous loss, but if the surgeon is sufficiently skilled 
vitreous loss is probably no greater with the intra- 
capsular method. 

Indications for the extracapsular operation are :' 

1. Mature cataract in the very elderly and in 
young adults. In young adults, the suspensory ligament 
is stronger and, if intracapsular extraction were at- 
tempted, tearing of the capsule would probably occur 
before tearing of the ligament. 

2. Complicated cataract in which posterior syn- 
echiae and organized tissue in the circumlental space 
might cause trauma to the iris and ciliary body if the 
intracapsular extraction were performed. 

Contraindications to the intracapsular operation 
are: 

1. General conditions such as excitability, restless- 
ness, and high blood pressure, and cough, asthma, car- 
diac distress, dyspnea, enlarged prostate, or hemor- 
rhoids. 

2. Local conditions such as high myopia with 
degenerate vitreous, bulging and prominent eyes asso- 


ciated with excess orbital fat and plethora, a shallow 
anterior chamber showing protrusions of lens and iris, 
glaucoma, immature cataract with a tough zonule, a 
very smooth lens capsule with an intumescent cataract 
(cataract gonflé), and cataract in an only eye. 

In many cases it is wise to defer decision until the 
section is made and the condition of the lens capsule 
and zonule toughness are determined. 


DISCISSION 


The eminent Roman physician, Aurelius Cornelius 
Celsus,? was the first to describe discission, stating that 
if the lens did not stay in place after couching it should 
be “cut in pieces by the needle and dissipated in many 
parts.” 

Discission was a favorite method in the Arabian 
school. Rhazes* in the tenth century recommended that 
the cataract be torn in pieces and that suction through 
a tube be performed for soft cataracts. 

Discission is placed in two categories: (1) simple 
and (2) complete. The term “needling,” according to 
Kirby,* is an obsolete misnomer that has been applied 
to so many difficult procedures that it has become vague 
in meaning. The term “linear extraction of soft cata- 
ract” has been superseded by the more definite and 
more descriptive designation of “paracentesis for 
swollen cortex.” 

Discission consists in making an opening into the 
capsule of the lens or into the lens itself. This allows 
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the aqueous to enter and cause fibers to swell, break 
down, and become absorbed. This method applies to 
all soft cataracts—those which have not formed a hard 
nucleus. Therefore, it is the operation of choice in 
congenital cataracts, those of choroidal and traumatic 
origin, in persons up to 25 years of age, and also in 
high myopia when it is desirable to reduce the refrac- 
tion by lens removal. Discission can be used to mature 
cataracts, extraction following within a few days or 
weeks, and also to make a clear opening through mem- 
branous cataracts. 

Discission is generally contraindicated : 

1. In persons over 30 years of age 

2. When a thick membrane exists which may re- 
sult in ciliary body damage (in addition, any opening 
made in a tough membrane of this kind will usually 
close ) 

3. In the presence of coexisting uveitis or when 
posterior synechiae are present 

4. In the presence of subluxation. However, Kir- 
byt and Knapp* have performed discission on a par- 
tially subluxated lens. They pinion one needle to the 
lens while another needle divides the capsule. 

Some individuals may be allergic to lens substance. 
This should be determined before needling is done, al- 
though obtaining the antigen may be difficult. 

Many opinions exist as to the efficacy of discission 
in some cases. | have assisted Dr. Edward Davidson 
on discission cases in which he made a lateral opening 
into the anterior chamber, stirred up the lens substance 
thoroughly, and then, by a combination of saline inflow 
and suction, removed all debris so completely that the 
pupil remained clear thereafter. This technic was suc- 
cessful in a case in which the lens became cataractous 
and bulging in an 11-year-old boy following a BB shot 
injury. 

There are numerous different technics and instru- 
ments for discission, but most surgeons prefer two 
needles, using one or the other as a fixing or holding 
instrument. 

EXTRACAPSULAR EXTRACTION 


The technic of extracapsular extraction is based 
primarily on the premise that by leaving the posterior 
capsule in place there is much greater protection of the 
vitreous membrane and zonular area with much less 
chance of vitreous loss. The technic is aimed at remov- 
ing all the anterior capsule that might show in the 
pupillary space. 

A planned extracapsular procedure follows the 
same principles of vertical incision and iridectomy as 
in the intracapsular method, with variations according 
to the ability of the individual surgeon and the condi- 
tion of the patient and the eye. 

The toothed capsulotomy forceps rather than the 
cystotome are preferred by Kirby.® Capsulotomy is the 
opening of the capsule, whereas capsulectomy is the 
removal of a portion of the capsule. Kirby removes the 
central portion over the anterior pole. 

Many incisions have been devised, but if the open- 
ing is adequate to permit the bulk of the contents to 
pass easily and there are no long tags to become in- 
carcerated, the procedure is satisfactory. The toothed 
forceps are passed into the anterior chamber and slid 
closed over the anterior capsule. When opened to about 
8 mm, both blades and their teeth should be in contact 
with the capsule. A slight backward pressure causes 
the teeth to pierce through the anterior pole capsule. 
When the forceps are slowly closed, the capsule is 
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torn and enclosed in their grasp, twisted off, and with- 
drawn. 

If the capsule is thickened, a cystotome should be 
carefully used. If the capsule is too thick to be cut 
easily with a cystotome, there is danger of lens disloca- 
tion, and intracapsular extraction should be considered. 

In simple extraction, iridectomy is omitted. How- 
ever, bruising of the iris is possible because of inade- 
quate dilatation, and prolapse must also be considered. 
It should be added that with modern medications and 
methods of suturing, these hazards are not as real as in 
the past. 

In extraction combined with iridectomy, the space 
is greater for lens delivery and there is less trauma to 
the iris and much less chance of prolapse of the iris. 

The actual expression of the lens utilizes the pres 
sure of the intracapsular methods without the traction, 
except for manipulation of the iris and assistance from 
a loop, vectis, or spoon at the top of the incision. 


INTRACAPSULAR EXTRACTION 


Intracapsular extraction of cataract is preferred 
by most surgeons, the reason being that with adequate 
relaxation of the patient, proper akinesia, and suitable 
anesthesia there is less danger of vitreous loss in mod- 
ern surgery than there was in the past. 

The method has at times been described as the push 
and pull method, but traction, pressure, and rotation 
describe it better. Removal of a cataract by pressure 
from without, as in the present-day extracapsular and 
Smith external pressure intracapsular operations, is 
known as expression. 

Kirby* has classified the different intracapsular 
methods as follows: 

1. Expression by pressure alone 

2. Extraction by spoon or loop 

3. Extraction by traction alone 

4. Extraction with some form of zonulotomy 

5. Combination of maneuvers. 

Henry Smith,’ a student of Mulroney of the In- 
dian Medical Service, improved Mulroney’s method 
and thereby opened the present era of intracapsular 
surgery. He recognized the factors that made intra- 
capsular extraction difficult: first, that a vacuum-like 
situation exists between the posterior capsule of the 
lens and, second, the holding qualities of the zonule. 
Smith used pressure alone, cleverly placed and rapidly 
changed in place and direction. When the zonule was 
easily ruptured he had only the vacuum and the ad- 
hesion of the vitreous to overcome. He developed his 
sliding technic. 

After the incision he placed a squint hook on the 
anterior surface of the lens; then, with a roll of the 
thumb and fingers, he depressed the inferior portion ot 
the zonule by rocking the lens sharply backward. This, 
in the case of a hard cataract and weak zonule, caused 
rupture of the zonule by twisting the lens on its axis 
or horizontal diameter. The hook was then placed on 
the inferior margin of the cornea and with backward 
pressure, changing to up and back, the hook was moved 
upward and followed the lens until the cataract was 
completely removed. 

When the cataract was more firmly adhered by « 
tougher suspensory ligament he found more force was 
necessary and used the heel of the hook pressing on the 
corneal inferior border toward the optic nerve unti! 
he felt the upper zonule was broken. The pressur 
was relaxed promptly, and the hook was continued up- 
ward. 
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In Morgagnian or soft cataract, which often bursts 
its capsule with the above technic, the hook was placed 
over the cornea as before and twisted backward until 
it came against the resistance of the corneoscleral 
“ring.” Enough backward pressure was maintained to 
keep the point from slipping over the ring while an 
attempt was made to pull the eye toward the patient’s 
feet (inferiorly). This caused the wound to gape. The 
backward pressure was communicated to the vitreous 
and by it to the back of the lens. In this manner 
hydrostatic pressure forced the lens into the wound. 


Smith maintained that the inferior ligament for 
some reason always gives way first below and the su- 
perior ligament holds and forms a barrier against 
loss of vitreous between the lens and the scleral lip. In 
Smith’s hands it was a simple matter then to rotate 
the point of the hook upward and keep the corneal flap 
pressed against the posterior surface of the lens. Smith 
used the term “tumbling” to describe this rotation of 
the lower edge of the lens forward on its axis so that it 
was delivered first. 


In the development of intracapsular delivery, Kalt* 
devised the smooth-bladed forceps for removal of the 
anterior capsule ; he deliberately attempted total extrac- 
tion, however, and reported that 25 per cent of the 
cataracts were delivered in the capsule. 


Knapp’ is credited with safely employing forceps 
in the intracapsular operation. He grasped the lens 
below and, after subluxation, tumbled it out with the 
aid of external pressure. From that time on the com- 
bination of traction and pressure was popular. 


Verhoeff'® had been successfully using the tum- 
bling method, but he was not satisfied and developed his 
sliding method. This consists of using the Smith pres- 
sure technic for sliding plus a different use of the for- 
ceps: The upper margin of the lens is grasped with 
forceps. To make this possible, the upper part of the 
lens is tilted forward by pressure applied to the lower 
vart through the cornea. After the equator of the lens 
has been grasped with toothless forceps the lens is re- 
moved by traction from above and pressure through the 
cornea below. 


The greatest difficulty arises in grasping the lens 
with the forceps. The lips of the wound are separated 
by the forceps and all aqueous and blood are soaked 
up until the upper margin of the lens is plainly visible. 
The blades are pushed well down over the margin so as 
to leave a knuckle of the lens substance above them. 
Distended hypermature cataracts may be grasped a 
little forward of the equator. Verhoeff swung the lens 
to and fro, at the same time changing the inferior pres- 
sure from side to side. The amount of traction used 
was determined by the distance the capsule stretches 
out in a tentlike manner. 


Arruga™ developed a very popular method which 
included the use of forceps he had designed for grasp- 
ing the capsule below. His forceps were the most suc- 
cessful and most widely used of any intracapsular 
forceps. 

Arruga slid the forceps into the wound to one side 
of the small peripheral iridectomy, and pushed them 
under the iris to the lower part to be applied and to 
rest against the anterior surface of the lens near the 
lower border. The forceps were opened approximately 
4 mm. and closed. The handle was then raised to an 
almost vertical position which many times served to 
depress the inferior border backward, breaking the 
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zonule ; traction was commenced toward the pupil with 
lateral zigzag movements so that with the help of a 
squint hook the lens came out of the eye in one piece. 

In the tumbling operation, Kirby,® O’Brien,'* and 
Klein’® believe that there are certain definite important 
maneuvers which can be listed in numerical order : 

1. Traction should be vertical and toward the sur- 
geon. 

2. The lens should be lifted or elevated a little 
from the patellar fossa. 

3. The lens should be gently moved laterally to ef- 
fect rotation. 

4. Contrapoint pressure should be simultaneously 
applied over the lines of tension created by the forceps. 

5. The point of pressure should be placed just in- 
side the corneal ring because that is where the zonule is 
attached to the equator of the lens. 

The suction cup was first used by Stoewer." 
Hulen* advanced the method further a few years later. 
This method is now known as the Spanish method, the 
Barraquer procedure, or phacoerysis. The instrument 
designed for this purpose is called the erysiphake. Ig- 
nacio Barraquer’® has described the technic in this 
manner : 

Phakoerisis consists in drawing the crystalline lens by its 
anterior surface, separating it mechanically without either trac- 
tion or violence of the zonule, and extracting it completely out 
of the eyeball, without having produced ectropias or trauma- 
tisms to the intra-ocular structures. The instrument . . . is 
nothing more than a pneumatic forceps and zonulatome. 


Barraquer believes that the best procedure for in- 
tracapsular cataract extraction necessitates not breaking 
the capsule but breaking the zonule at the lens insertion, 
and he claims the vacuum cup is the only instrument 
that can do this and is the only one with which the 
operator or his assistant does not put any pressure on 
the globe. 

The suction or vacuum cup itself may be round, 
oval, or pyriform and of various sizes. The round cup 
is the most popular. Many types have been invented, 
including pipette types, vacuum types in which the 
operator creates suction by means of a mouthpiece and 
tube, and elaborate vacuum gauge systems or inde- 
pendent motors. 


The present technic, which is that of José Bar- 
raquer,’’ is as follows: The patient is prepared as for 
other intracapsular procedures. No mydriatic is used 
until after the patient reaches the operating room ; then 
1 minim of epinephrine is injected subconjunctivally 
near the limbus at 6 o’clock in order to produce mydri- 
asis that will persist after opening of the chamber. A 
retrobulbar injection, consisting of 1 cc. of 2 per cent 
Novocaine with 1 minim of epinephrine, is given. 
Akinesia should be produced as usual, and it should be 
ascertained that the superior rectus and orbicularis are 
definitely paralyzed. Barraquer uses intravenous curare 
as advocated by Kirby‘ and then obtains mydriasis with 
Neosynephrine. 

The lids are held open. Mydriasis should be me- 
dium until after iridectomy is performed but should be 
complete before the cup is applied. The incision must 
be ample—at least 180 degrees. 

The cup is placed over the center of the lens, and 
care must be taken that no part of the iris is involved. 
The cup goes in under the cornea on a tangent so that 
the cup is always easily visible and manipulation is 
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The vacuum for the erysiphake should be about 46 
cm. of mercury for the majority of cases. Soft cap- 
sules as in intumescent or diabetic cataracts require 
only 40 to 42 cm. In cases of strong zonules (in young 
patients) 48 to 50 cm. are necessary. 

Once the cup is applied and the vacuum begun, the 
lens adheres strongly to the cup. The diameter of the 
lens is decreased, and the zonule, if fragile, is broken. 
Tumbling may be posterior or anterior or sliding, with 
or without pressure to aid final removal. ; 

Suction cup removal is contraindicated in congeni- 
tal cataracts in young persons (under 30 years of age), 
in luxated lenses, and in membranous cataracts. 

Kirby* prefers to use forceps. The vacuum cup 1s 
kept on hand for those cases in which the capsule ap- 
pears quite fragile or on which he cannot get a good 
forceps grasp. Kirby’s method is different in that he 
prefers grasping the capsule at the top at the equator or 
just anterior to it, and by lifting and rotating and with 
counterpressure causes the upper edge of the lens to 
rotate forward and downward on its horizontal axis 
in a forward tumbling action. He uses a traction suture 
on the corneal flap at 12 o’clock to pull the cornea well 
back in order to give greater space. 

In tough zonule cases he is able to view the zonule 
on the forward pull of the lens and, under direct vision, 
using a small vectis, muscle hook, or any smooth angu- 
lated instrument, he separates the zonule almost fiber 
by fiber. Kirby has developed a method of direct sep- 
aration of the zonule. He advocates rotation of the top 
of the lens from side to side, with counterpressure al- 
ways being applied. 

In using a vacuum cup, Kirby goes through the 
same motions by twisting the cup in such a manner that 
the lens goes through the anterior tumbling movements 
as with forceps. Posterior tumbling is also possible 
with the cup. 

Before leaving the discussion of the cup, I might 
add that any suction device whether a pipette type, 
syringe type (as the Floyd-Grant), or Barraquer’s ma- 
chine is used in almost the same manner. It is generally 
agreed that tumbling is the most satisfactory method 
when using the cup. The instrument is used in the 
horizontal position, being introduced from the temporal 
side of each eye. 

Intracapsular cataract extraction aided by electro- 
diathermy is not widely popular as yet, but nearly every 
surgeon at one time or another has wished he had a 
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device that would enable him to use the electrocoagula- 
tion method developed by Lacarrere.’* 

The instrument consists of a handle ending in a 
glass capillary tube containing two steel filaments ap- 
proximately 0.14 mm. in diameter. These extend 2 mm. 
beyond the end of the tube. The diathermy machine has 
a foot pedal for the operator’s use. The two steel fila- 
ments penetrate the lens (the capsule having first been 
opened) for a depth of 2 mm., the current enabling 
them: to penetrate without pressure on the lens. The 
power is then reduced, and coagulation takes place, 
making the nucleus and the substance very adherent. 
The lens is removed then as in other methods, the dia- 
thermy device acting as a forceps or cup which holds 
the lens firmly. 

The technic appears to be applicable in removal of 
luxated lenses, but not enough experimental work has 
been done to determine any possible deleterious effects 
of the currents upon the eye. 


COUCHING 
Couching or reclination has the advantage of speed 
and is practically painless during the procedure and 
afterward. Stallard’ wrote that this operation is 
justifiable when a dislocated lens, occupying part of the 
pupil, is bathed in vitreous in an only eye and in a very 
old fragile patient unfit to endure a major eye operation. 


CONCLUSIONS 

Extracapsular extraction has the advantage of the 
presence of the capsulozonular barrier to prevent vit- 
reous loss, but on the other hand, fragments of capsule 
may result in failure of the incision to heal properly, 
and lens fragments caught in capsular folds are apt to 
result in prolonged healing, possibly iritis, uveitis, and 
severe inflammation. 

Intracapsular surgery may have as its worst fea- 
ture the greater danger of vitreous loss, and pupil dis- 
tortion and iris prolapse are more possible. The greater 
clarity, the black pupil, and the quick recovery are de- 
sired by all surgeons. Intracapsular extraction is the 
most popular method at present. 

Surgeons have constantly improved on the technics 
of those before them until at this time certain proce- 
dures are definitely regarded as standard, but surgeons 
should be constantly alert for new sutures, instruments, 
and medications which will improve the various 
methods. 
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Early Ambulation in Cataract Surgery 


L. F. ADAMS, D.O. 


Flint, Mich. 


It is a safe assertion that no other field of major 
surgery is so beset with danger of complications in the 
postoperative healing period as those of cataract sur- 
gery and other major procedures on the ocular globe in 
which the globe has been opened widely. These compli- 
cations are usually not dangerous to life as are some 
postoperative complications, but an ocular globe, espe- 
cially if it is the only remaining useful eye, is precious 
to the patient and to the surgeon, next to the patient’s 
life itself. 

Spaeth’ lists thirty-five complications of cataract 
surgery, twenty-three of which may occur in the post- 
operative period. Because most of these postoperative 
complications endanger the success of the procedure 
and the usefulness of the eye or may even lead to condi- 
tions necessitating enucleation, ophthalmic surgeons 
traditionally have gone to great lengths to protect their 
patients from them. Some have kept the patient im- 
mobilized for days in the supine position with the head 
horizontal and with sandbags to prevent its being 
turned to either side. This represents a rather extreme 
attitude in my opinion and in the opinion of many 
others. It has, however, been regarded as wise and 
proper to keep the head low (horizontal with the body) 
for 6 hours, and no higher than low Fowler position for 
48 hours, with an occlusive dressing on both eyes. Fur- 
thermore, it is the custom of many excellent surgeons 
gradually to raise the height of the Fowler position and 
allow the patient out of bed only after 4 to 6 days. 


These customs, while laudable from some aspects, 
have definite disadvantages. Most patients needing 
cataract extraction are in the upper decades of life. 
Old people do not do well when confined to bed even 
when allowed to turn onto the unoperated side; they 
sometimes develop a tendency to hypostatic congestion 
of the lungs with cough which is not only exhausting 
but dangerous to the eye, weakness, dysuria with 
urinary infections, embolic episodes, hypokinemia, and 
disorientation. Patients of any age, or those who must 
bear the cost for them, frequently find that the special 
nurses’ wages, surgical and hospitalization expenses, 
plus expenses incident to a few weeks of total disability 
add up to a financial burden which is almost more than 
they can bear. In fact, there are many who find the 
total expense makes the operation impossible for them, 
and they continue losing useful sight. Finally, to a pa- 
tient who is habitually active and of nervous or dy- 
namic temperament, the prospect of spending several 
days in bed postoperatively, with sharply circumscribed 
movements or no body movements at all, together with 
a natural although unjustified fear of pain in the eye, 
constitutes a mental hurdle which often is more than 
he can bring himself to surmount. If the patient is 
nervous and active and has already had one eye op- 
erated on under very conservative management, even 
though the outcome was successful, he may deny him- 
self the benefits of binocular vision and refuse another 
operation, in order to avoid the period of complete in- 
activity which to him was the hardest part of the whole 
experience. 

Such a prolonged period of restraint and inactivity 
may have been necessary in the earlier era of ophthal- 
mic surgery when it was customary to use no sutures, 


conjunctival sutures, or corneal-episcleral sutures which 
did not give perfect apposition of the cut surfaces of 
the limbal wound. Total inactivity may be advisable 
even in the present day if unusual and grave complica- 
tions have occurred during surgery, such as persistent 
prolapse of the iris, spilling of formed vitreous, or 
hemorrhage of the retina or choroid. 

Many surgeons, including some who are very skill- 
ful, will continue to use ultraconservative methods, and 
each is the best judge of what are for him the best 
postoperative procedures. The beginner undoubtedly 
should err on the side of conservatism, approaching the 
use of early ambulation slowly if he chooses to adopt 
it at all. 

Just as the introduction of the use of nonabsorb- 
able sutures heralded the advent of the new era of early 
ambulation in abdominal surgery, so the introduction of 
nonabsorbable, nonsoftening, nonirritating sclerocorneal 
sutures heralded the advent of the day when early am- 
bulation of the cataract patient became not only feasible 
but advisable. These sutures are preplaced across the 
incision at the limbus before the chamber is opened 
and give perfect apposition of the incisional surfaces 
when the ends are tied at the close of the operation. 

It is assumed that the surgeon accepting use of 
early ambulation is one who is at least moderately ex- 
perienced or has trained under preceptors using this 
method. It is also assumed that the case in which it is 
to be used is one in which no serious untoward compli- 
cation has occurred during surgery and that correctly 
placed sclerocorneal sutures hold the limbal wound se- 
curely against any tendency toward gaping or slight 
mismatching of the incisional surfaces, and that no 
vitreous or remnants of capsule or cortex can possibly 
be incarcerated in the closed wound. It is also assumed 
that the patient’s other eye is not blind or absent, for 
the aftercare of such patients places a much greater 
responsibility on the surgeon and is likely to call for 
considerable special nursing because the patient cannot 
see to help himself so long as the operated eye is 
covered. 

In the presence of the usual favorable set of cir- 
cumstances, there would seem little logic in putting the 
patient through the ordeal of having both eyes occluded 
for 48 hours, in handling him as if he were made of 
eggshells, or as if his slightest motion to help himself 
would result in loss of the eye. In fact, experience 
over the years, together with observation of the meth- 
ods and results of certain other surgeons, particularly 
some who have had a far greater volume of operative 
work and experience than I, bears out the fact that in 
normally good circumstances, immobilization after sur- 
gery is not productive of better results or fewer com- 
plications than early ambulation. 

Accordingly, postoperative care has been modified 
or liberalized in the following manner in the normal 
uncomplicated case: At completion of the operation 
and after instillation of the chosen medication in the 
conjunctival sac, both eyes are occluded with gauze 
pads and an aluminum guard which does not produce 
any pressure on the lid is placed over the operated eye. 
If the patient has a sense of well-being and if he is not 
handicapped from oversedation, he is transferred from 
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the operating table to a wheel chair, making the necessary 
exertions only partly under his own power, or to a cart 
if indicated. He is given assistance into bed, minimiz- 
ing his own exertions. If, as is usual, his condition 
permits, he is given bathroom privileges immediately, 
but, of course, he must have assistance and guidance 
so long as both eyes are occluded. Bilateral occlusion is 
used for 4 hours to assure rest for the operated eye. 
At the end of 4 hours, the patch is removed from the 
unoperated eye, and this eye is left uncovered. The pa- 
tient is at once free to walk and to sit in a chair or in high 
Fowler or in a “fishing” position as desired. Nausea 
with vomiting is seldem encountered, and although it is 
very undesirable, it is not regarded with the great dread 
that it was formerly. To prevent this happening, chlor- 
promazine hydrochloride, 12.5 mg., is administered in- 
tramuscularly when the patient is taken to the operating 
room, and 25 mg. are given by mouth every 6 hours 
thereafter for four doses. Sips of water or ginger ale 
are begun 2 hours after surgery, and the regular diet 
is resumed as soon as it is tolerated or desired. Pain is 
controlled in the majority of cases with aspirin, 10 
grains, four times a day, supplemented by Dilaudid, 
1/64 grain, or Demerol, 50 mg. hypodermically if nec- 
essary. Morphine is not used because of its tendency to 
produce nausea in some patients. Any tendency to 
coughing, even if an asthmatic factor is not proved, is 
combated by aminophylline, 34 to 11% grains at bedtime 
and on awaking in the mornings. Routine administra- 
tion of antibiotics and/or sulfas is a matter of personal 
preference or individual indication. Neither cortisone 
nor any of its compounds are used locally in the con- 
junctival sac, despite their property of producing early 
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whitening of the eye, because they prevent the reaction 
of inflammation which is desirable in wound healing 
and because of their tendency to inhibit the laying down 
of fibroblasts needed for firm sealing of the incision. 
Daily inspection and dressing of the operated eye is 
begun 48 hours after surgery. 


CONCLUSIONS 

Early ambulation after cataract surgery is feasible 
and desirable in uncomplicated cases with modern sur- 
gical technic. Factors in the surgical technic which add 
to the safety of early ambulation are: (1) a minimum 
of trauma, (2) peritomy incision of 180 degrees, (3) 
three or four sclerocorneal sutures of 6-0 silk, pre- 
placed across the incision before the anterior chamber 
is opened, with one continuous forward insertion of the 
needle so that the wound edges will be exactly coapted 
when tied, thus making a tight and secure closure, (4) 
intracapsular extraction leaving a round, centrally 
placed pupil, with one or two iridotomies, and (5) ad- 
justing conjunctival edges outward with care after su- 
tures are tied in order to avoid inversion and to prevent 
any possibility of epithelial invasion and downgrowth 
through the wound. 

Factors important in postoperative care are: (1) 
prevention of vomiting and coughing by thought in 
planning medications, and (2) promotion of good heal- 
ing by avoidance of local or parenteral drugs which 
might tend to inhibit it. 
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The Etiology and Diagnosis of Headache 


RAYMOND L. RUBERG, D.O. 
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Even though headaches are extremely common 
they should not be accepted as inconsequential. More 
and more evidence is being uncovered to support the 
premise that headaches are a symptom and must not be 
treated as an entity. It is important not to give an 
analgesic for a headache and to dismiss it till the next 
time without investigating the cause. An ache in the 
head must be investigated as thoroughly as one in the 
abdomen. A definite procedure should be followed in 
establishing the cause of any headache. 

There have been, of course, many treatises writ- 
ten on the subject of headache. I will attempt to be 
brief, pointed, and practical in considering the subject. 


ORIGIN OF HEADACHE 

Headache originates in or is referred to the cra- 
nium. The vasculature is primarily what hurts in the 
head. Any affectation of the vasculature is therefore a 
forerunner of headache. Stretch, strain, pull, distor- 
tion, and distention of the vessels are all important causes 
of headache. The character and rate of the pulse also are 
important in headache. The threshold of pain must also 
be considered. If the factors exist long enough the 
threshold for pain will be lowered, and the episode can 
be easily repeated. 

In renal disease, biliary dyskinesia, intestinal le- 
sions, and other abdominal abnormalities the attendant 
headache is apparently related to a vasopressor phe- 


nomenon with increased pulse rate and volume; this 
increased pulse rate, being an unusual factor to the 
area and associated with the distention that comes from 
increased volume, causes the ache in the head. Ob- 
viously, distention is not as easily compensated for in 
the head as it is elsewhere in the body. Furthermore, 
if the middle meningeal vessel is involved, increased 
pulse rate and volume act like the thumping of a drum. 
The cranial cavity is not unlike such an instrument. 
The well-known headache of constipation is probably 
explained on a similar basis. Obviously hypertension 
with its increased volume, pulse pressure, and pulse 
rate is a potent source of headache. 

Such conditions as colds, sinusitis, and irritating 
odors contribute to headache by irritating the mem- 
brane covering the sinuses. This may be the result 
of the impairment of vascularity of the serous lining. 
If, however, obstructive phenomena in the sinuses cause 
distention of the sinuses, there may be a secondary 
factor, involvement of the trigeminal nerve with re- 
sultant radiating pain. 

Eye lesions also are offenders. Vessel distention, 
muscle strain, vessel constriction, and vascular rupture 
resulting from increased intraocular tension all con- 
tribute to headache. 

What I have chosen to call postural factors cause 
a great many headaches. Physicians tell patients they 
are under great tension without fully realizing the im- 
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plications of the statement. Cervical muscle spasticity, 
whether it results from low-back instability or from 
poor mechanics of the upper dorsal or cervical areas, 
causes vascular tension with resultant pain and head- 
ache in the areas involved. Tightness in the back of the 
neck frequently is associated with a dull headache 
which may extend as far forward as the frontoparietal 
junction. 

Not to be minimized is the headache associated 
with the middle meningeal vessel. It is quite frequent 
and occurs from many sources. This throbbing pul- 
sating headache is quite common when the patient is 
under emotional strain and may also occur from the 
other factors previously mentioned. Frequently pres- 
sure on the associated middle temporal vessel gives 
relief, which obviously is the reason the patient so often 
holds his head when it hurts. 

It is quite common to associate traumatic factors 
with headache. The blow on the head or cervical areas 
can place direct strain on the large vessels of the head 
and neck. The carotid and vertebral arteries are ex- 
tended to their limits, even with the great mobility 
which they normally have to resist blows and other 
trauma. In addition, the vasculature coursing through 
the musculature supporting the head on the body is also 
extended. This causes distortion and/or rupture, each 
causing pain of variable duration and intensity. These 
factors are obvious and understandable. No neurologic 
signs occur in any of the problems mentioned so far. 

Intracranial causes of headache are not so obvious. 
Increased intracranial cerebrospinal fluid pressure in 
itself is not a cause of headache; rather the associated 
factors, distortion and distention of the vasculature, are 
the cause. A slow increase in ventricular capacity may 
allow vascular compensation without the occurrence of 
vascular symptoms. An intracranial lesion may cause 
pressure on the fifth, eighth, or ninth nerve and be a 
direct cause of head pain. Distortion of a large vessel 
such as the intracranial portion of the internal carotid 
artery or one of the large branches will also cause head- 
ache. Aneurysmal distention of a vessel frequently 
causes severe headache which is difficult to localize. 
\neurysmal headaches are sharp and may fluctuate 
markedly until the aneurysm ruptures. However, head- 
ache due to aneurysm of the circle of Willis may be 
quite localized and definite. Epidural and subdural 
hematomas cause headache and a sensation of pressure 
because the cortex is depressed by the mass and the 
pressure of the mass prevents normal expansion of the 
brain on demand. All of these factors may or may not 
be associated with increased intracranial pressure. 

Skull fracture causes headache by disruption of 
vascular channels, but it is not unusual to find simple 
linear fractures without accompanying symptoms in 
children. Concussion is a frequent but not necessarily 
constant companion to skull fracture. The vascular 
distortion which may occur from sudden trauma and 
resultant edema causes headache. 

Cerebral hemorrhage is a most important factor in 
headache. The insult to the vessel wall by the rupture 
and extravasation of blood is almost always attended 
by headache. This serves as a highly important clinical 
differential point. Thrombosis of cerebral vessels is 
rarely accompanied by headache. When positive neuro- 
logic signs are present and headache is also present 
diagnosis is simplified. 


DIAGNOSIS 


Since headaches are only symptoms, the findings 
should dictate the questioning. The physician should 
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observe the patient while questioning him. Does he 
look sick? Can he talk clearly and intelligently? Is his 
mental outlook pleasant or unpleasant? Do noises irri- 
tate him? How long has the headache been present? 
Is it constant? What does he do for relief ? These and 
a host of allied questions should be asked. Specific 
questions should be asked about visual changes and 
especially auditory aberrations. With what is the head- 
ache associated? It is relatively easy to associate head- 
ache with intraperitoneal disease, but sometimes it is 
very difficult to associate it with retroperitoneal condi- 
tions, especially if the latter are symptomless. Yet its 
possibility should not be overlooked. 

Headache without apparent or obvious cause 
should make one look for postural or mechanical de- 
fects. Obviously headache of postural and mechanical 
origin is in accord with the dictum that “the rule of the 
artery is supreme.” Cervical and upper dorsal spasticity 
from many functional causes occurs quite frequently. 
Very often diagnostic manipulations serve to confirm 
suspicions of the etiology of the headache. 

Next, attention should be directed to neurologic 
defects and their manifestations. Patients with head- 
ache and change in speech should arouse suspicions. 
Look for changes in the mouth and face, then the 
tongue, and then for other muscular changes in the ex- 
tremities. Multiple sclerosis and other pyramidal tract 
diseases as well as certain cerebral hemisphere tumors 
can be present. Headache with visual changes may not 
be so obvious. If the visual change has been gradual 
over a period of many months, the patient will com- 
pensate for the loss and not recognize the changes until 
actually tested for visual field defects. Confrontation is 
a simple means of diagnosis and may indicate the need 
for further specialized study. Eyeground examination 
may not always be accurate, but grossly it too will 
indicate whether the patient should be examined by an 
ophthalmologist. 

Headaches with aberrations of taste and smell may 
be due to sinusitis, but they may also be due to a 
frontal lobe tumor. Headache and dizziness associated 
with unilateral diminution of hearing should arouse 
considerable suspicion of a cerebellopontile angle tumor. 
These tumors may not be evident at first, but per- 
sistence and re-evaluation may be rewarding. Today it 
is possible to find these tumors early if the physician 
is on the lookout for them. Headaches in children are 
very important and demand careful evaluation. 

Headaches without other symptoms can also be due 
to intracranial tumor. Cerebellar tumors are frequent 
in children with this complaint. However, at no time 
must it be assumed that a tumor or intracranial lesion 
cannot exist in the absence of headache. They do and 
can become quite large. 


If a logical sequence of questioning and physical 
examination is employed and findings are still suspi- 
cious, then further diagnostic means must be utilized. 
Even if the patient with headache and perhaps a face 
ache has already had x-rays of the teeth, these should 
not be accepted as criteria for evaluation. Much greater 
potential trouble spots lie beyond the range of the 
dental x-ray. A complete cranial x-ray is imperative 
if the diagnosis is in doubt. I think an attempt should 
be made to include the cervical spine in this series of 
films. Lesions can occur in and around the foramen 
magnum which contribute to headache. The radiologic 
examination should include the area from the sinuses 
to the petrous ridge and from the vault to the foramen 
magnum. A negative skull study in the face of positive 
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clinical findings merely means the osseous cage has not 
been invaded and calcifications are not discernible. 


DIAGNOSTIC AIDS 

Electroencephalography is an aid which must be 
used and evaluated in the same manner as electrocar- 
diography. It is subject to many normal variations and 
to the interpretations of the investigator. This is an 
adjunctive and confirmatory procedure and is not a 
reliable diagnostic method when considered alone. 

Pneumography, which was introduced by Dandy,’ 
represented a very important advance in the diagnosis 
of brain tumors. In order to evaluate cerebral pneu- 
mography it must.be understood that if the lesion is 
not large enough to cause invasion of the cerebrospinal 
fluid channels a negative finding will result. 

Pneumoencephalography is the introduction of a 
contrast medium into the cerebrospinal spaces for ra- 
diographic examination. The medium is usually air or 
a mixture of gases. Pneumoencephalography will per- 
mit visualization of the ventricular system and sub- 
arachnoid spaces. 

Sometimes ventriculography is more advantageous. 
This, however, means placing burr holes in the skull 
and introducing a cannula into the ventricles in order to 
replace fluid with contrast medium. This requires sur- 
gical preparation. 
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Small lesions and large lesions are accurately diag- 
nosed by cerebral arteriography. In this method a con- 
trast medium is injected into the cerebral arterial sys- 
tem while serial x-rays are taken. In investigating 
headaches, in the future more reliance is likely to be 
placed on arteriography than on pneumography. 

A well-performed spinal tap can be extremely 
helpful in differentiating headache. Intracranial lesions 
can cause abnormalities in the spinal fluid contents. 
Increases in cell counts in poliomyelitis and meningitis 
are easily diagnosed. Blood cells in subarachnoid hem- 
orrhage must be differentiated from a mechanically 
poor tap. Manometric readings must be made during 
all spinal taps in order to ascertain the degree of pres- 
sure of the cerebrospinal fluid. Abnormal chemistry 
findings are indicative of encroachment on or invasion 
of the fluid system. However, a large cerebral tumor 
may be present even though all of these spinal fluid 
findings are negative. 

SUMMARY 

Headache as a symptom rather than an entity has 
been stressed throughout this paper. The origin of 
headache and diagnosis and diagnostic aids have been 
discussed. 
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Emergencies of the Throat 
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The term “emergency” is defined by Webster as 
“an unforeseen combination of circumstances which 
calls for immediate action.” This definition may be 
construed as implying a threat to life, and in the case 
of the throat, such circumstances can only be massive 
hemorrhage and laryngeal airway obstruction. 

Dorland, however, defines emergency as “an un- 
looked for or sudden occasion . . . an urgent or press- 
ing need.” In this sense, it is necessary to consider 
many conditions that cause extreme discomfort to. the 
patient while not necessarily threatening his life. The 
relief of this discomfort may well be called an urgent 
or pressing need, 

LIFE-THREATENING EMERGENCIES 

Massive hemorrhage to the extent of threatening 
life occurs mostly through trauma, external accidental 
or internal surgical, and, in the throat, must involve 
the carotid artery or its major branches. The only 
treatment is ligation of the carotid, although a strong 
thumb may slow the hemorrhage until a clamp is placed. 
Metaplastic invasion of the carotid artery can also 
cause rupture and hemorrhage, but these usually occur 
during sleep or with such violence as to make emer- 
gency measures inadequate. 

Laryngeal obstruction, on the other hand, is quite 
easily managed by tracheotomy and requires primarily 
a knowledge of when it is needed. Awareness of the 
cardinal symptoms of laryngeal dyspnea is also aware- 
ness of what is needed. In the light of present-day 
conclusions, tracheotomy is advocated early, so that 
recognition of even the first cardinal symptoms is gen- 
erally conceded to be sufficient indication for establish- 
ing a tracheal airway. 

A patient suffering from air hunger becomes ex- 
tremely anxious, and this anxiety is reflected in his 


expression. The anxious face and noisy respiration, 
known as laryngeal stridor, are the earliest cardinal 


symptoms. Next in order is the use of the accessory 
muscles of respiration causing indrawing at the 
suprasternal notch, supraclavicular and _ intercostal 


spaces, and the epigastrium. Cyanosis is a late symp- 
tom and is preceded by an ashen gray pallor. The 
recognition of these symptoms and prompt tracheotomy 
forestall the terminal stage of marked cyanosis, cere- 
bral anoxia, coma, and death. 

In performing emergency tracheotomy and using 
anything at hand that will serve the purpose, the fol- 
lowing points will help to establish an airway quickly 
and safely. The patient’s larynx and trachea can be 
thrown into prominence by placing some object, such 
as a rolled pillow, under the shoulders, thus allowing 
the head to fall back. A triangle formed by the hyoid 
bone above and the medial margins of the sternomastoid 
muscles on each side provides an operative area free of 
vital structures, and the midline of this area is relatively 
free of large Livod vessels. The cricoid cartilage is 
quickly palpated through a midline incision, and the 
tracheal rings below are severed sufficiently to allow 
the introduction of some type of tube or retractor in 
order that the tracheal opening does not collapse on 
inspiration. No sutures are needed, and asepsis is 
disregarded until the patient can be hospitalized. 

THROAT EMERGENCIES NOT THREATENING LIFE 

Radical emergencies of the throat are clear-cut, 
and treatment is well defined. But the number of such 
emergencies the general practitioner is called upon to 
cope with is few compared with the number of cases 
of acute patient distress demanding prompt relief. 

Peripharyngeal Abscesses.— 

Among the most commonly encountered acute dis- 
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comforts are severe infections and abscesses of the 
pharynx, pharyngeal spaces, and larynx. The symp- 
toms of acute bacterial pharyngitis are the same as those 
of acute granular pharyngitis except that a systemic 
febrile reaction occurs with a bacterial or viral inva- 
sion. Granular pharyngitis is due to chemical, me- 
chanical, or thermal trauma, and consequently is at- 
tended by insignificant fever and general malaise. The 
need for broad-spectrum antibiotics, hot gargles, and 
bed rest is recognized by the presence of a generalized 
brick-red appearance of the throat and systemic 
malaise, fever, and leukocytosis. 

Just as important is the recognition of violently 
inflamed lymphoid granulations and lateral pharyngeal 
bands in the throat without fever and malaise. The dif- 
ference may seem slight when considering acute pa- 
tient discomfort, but the application of silver nitrate 
in 25 to 50 per cent strength is far more effective than 
any antibiotic, even though hot gargles and bed rest 
are still indicated. This differentiation in diagnosis and 
treatment is essential for prompt relief to the patient. 

Acute tonsillitis is readily diagnosed by even 
the most inexperienced physicians, yet many times a 
peritonsillar abscess, or quinsy, is unrecognized when 
it occurs as a complication of tonsillitis. Similarly 
|.udwig’s angina or sublingual cellulitis can develop 
from dental caries, extractions, or oral surgery, and 
in the young child an upper respiratory infection can 
cause suppuration of the prevertebral lymph glands and 
produce a retropharyngeal abscess. Tonsillectomy per- 
formed in the presence of oral sepsis or the break- 
through of quinsy can initiate a lateral pharyngeal ab- 
scess around the carotid sheath that could disseminate 
into the mediastinum. 

In all of these peripharyngeal: abscesses, x-ray 
therapy is the treatment of choice when the abscess 
is in the brawny, indurated early stage, but incision 
and drainage must be done when pus collects and 
fluctuation is evident. Antibiotics, hot gargles, com- 
presses, and bed rest again are useful whether treat- 
ment consists of x-ray and/or incision, 

Foreign Body Syndrome.— 

A second group of frequently encountered emer- 
gencies | have arbitrarily designated as the for- 
eign body syndrome because included are trauma due 
to a foreign body, neuromuscular dyscrasia, and actual 
presence of a foreign body in the throat. 

Foreign bodies in the throat will lodge in the 
valleculae at the base of the tongue, the pyriform 
sinuses on either side of the larynx, the cricoid pinch- 
cock, or in the larynx itself. Foreign bodies in the 
larynx are of course attended by a dramatic display 
of violent coughing, choking, and gagging which either 
dislodges the object up or down or imbeds it even 
deeper into the ventrical of the larynx. It is of con- 
siderable importance to remember that the pounding 
and thumping on the back which the bystander in- 
stinctively starts to do should always be done with the 
patient’s head hanging downward, never erect. Chil- 
dren particularly must always be turned upside down 
before dislodgement of the object by sharp, firm blows 
to the midthoracic and upper thoracic region is at- 
tempted. The cardinal symptoms of laryngeal obstruc- 
tion must be watched for, and x-ray examination of 
the throat and chest should always be done unless the 
object is actually recovered or observed 

The best treatment for retained laryngeal foreign 
body by a general practitioner is to calm the patient as 
much as possible and administer a strong sedative as 
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soon as it is certain that obstructive edema is not going 
to ensue. Sedation is definitely contraindicated when 
laryngeal edema is apparent, since the patient could be 
quietly asphyxiated in a drug-induced sleep. This type 
of edema is rapid in onset, appearing usually within 
10 to 15 minutes. 

Foreign bodies in the hypopharynx, however, initi- 
ate an entirely different symptom-complex. Even a 
slight scratching or irritation of the mucosa by an ob- 
ject as it has passed will frequently start a spastic 
mechanism that is increased by the patient’s frantic 
efforts to swallow the object which he feels is still 
there. This leads to ulceration of the mucosa with 
marked spasm and dysphagia. Symptoms are no more 
intense from a foreign body actually caught in the 
mucosal folds of the hypopharynx, but they develop 
more rapidly. 

In either case, careful mirror examination of the 
hypopharynx is an established routine followed by 
barium fluoroscapy of the upper esophagus and a so- 
called lateral pharyngeal soft tissue x-ray. This routine 
is usually quite sufficient for ascertaining the presence 
or absence of a foreign body, but it can be inconclusive 
and direct examination will be necessary. 

Treatment of foreign body trauma and care fol- 
lowing removal of a foreign body consist of administra- 
tion of a bismuth subnitrate suspension in 1 per cent 
procaine hydrochloride solution, usually 1 gram of bis- 
muth to 1 ounce of solution. The bismuth is effective 
in coating and soothing the mucosa, and the procaine 
has a local anesthetic effect as well as a relaxing effect 
on the cricoid sphincter. 

In any foreign body case it is very poor procedure 
to probe the throat with the finger or forceps unless 
the object can be visualized with a laryngeal mirror. 


Direct Trauma.— 

More direct trauma is often encountered in chil- 
dren who fall while carrying a sharp object which 
lacerates the palate or pharynx through the open 
mouth. The frequency of such accidents is illustrated 
by the lollipop industry’s adoption of nontraumatic 
handles of various kinds. The spectacle of a child 
bleeding freely from the mouth is very upsetting to the 
parents, and a physician is sought immediately. 

Careful inspection of the palate and pharynx is 
necessary to determine the extent of injury from the 
standpoint of interference with articulation and swal- 
lowing. Mucosal tears and even lacerations of the 
muscle layers are better left untouched unless the en- 
visioned scar tissue repair indicates marked deformity. 
The dangers of general anesthesia and the technical 
difficulties of repair in this region are to be avoided, 
if possible. Antibiotics and 1:1,000 Aqueous Zephiran 
gargles will safely control infection. Even wounds of 
the tongue are best treated conservatively unless the 
tear goes through both the dorsal and ventral surfaces 
and there is likelihood of nonunion of contiguous sur- 
faces. Linen or braided silk is the preferred suture 
in these cases, and a more accurate approximation can 
be made with the patient under general anesthesia. 


Neuromuscular Conditions.— 

The category of neuromuscular dyscrasia includes 
those patients, usually females in the menopausal age 
group, who complain of severe choking sensations, 
lumps, constrictions, inability to breathe, a sensation 
of worms crawling, knotted muscles, and many other 
weird and diverse throat manifestations. Obviously 
these are probably of a psychophysiologic nature, but it 
is necessary to rule out organic disease by taking a care- 
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ful history and performing objective examinations, ba- 
rium fluoroscopy, x-rays, and direct visualization. These 
cases may be considered emergencies because the pa- 
tients have usually become so involved with their symp- 
toms that they border on hysteria, and invariably there 
are a low threshold of tolerance and an unconscious 
magnification of symptoms to the exclusion of reason- 
able thinking. 

If the condition is finally diagnosed as a functional 
derangement, a complete explanation should be given 
to the patient with instructions that if she tries to ig- 
nore the symptoms they will eventually disappear. Pro- 
caine solution orally ‘will materially lessen some of the 
discomfort, and one of the tranquilizing agents such 
as Thorazine, Serpasil, or Equanil will relieve the pa- 
tient. Naturally, estrogen replacement therapy should 
be used when other menopausal symptoms are present. 

In children there are two neuromuscular laryngeal 
conditions that frequently occur but are seldom recog- 
nized as such. Technically they are classed as nonin- 
flammatory nocturnal dyspnea, but in actual practice 
they are usually referred to as croup, a term that is 
all-inclusive and much abused. A nocturnal dyspneic 
attack in a normal, healthy child during sleep is caused 
by the overflow of pharyngeal secretions into the larynx. 
Enlarged tonsils and adenoids increase the incidence of 
occurrence because the overflow level is obtained more 
quickly and they encroach on the pharyngeal lumen. 
These secretions entering the larynx will initiate a 
very explosive and highly dramatic mechanism that is 
entirely physiologic. 

In a typical attack the child wakens from sleep 
with a strangling, choking cough. He is bewildered and 
badly frightened. The cords are forced tightly together 
by a violent inspiratory effort which makes pressure 
on the inclined floor of the ventricles. Finally the 
posticus muscles open the glottis, air enters the lungs, 
and the attack tapers off with a gradually diminishing 
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croupy cough. The attack is short-lived, and the child 
goes back to sleep even before the physician summoned 
by the frantic parents has had time to arrive. 

Acute laryngismus stridulus or spasmodic croup, 
on the other hand, differs from nocturnal dyspnea by 
being a morbid entity, often with a heredity factor, and 
usually associated with abnormal calcium metabolism.’ 
The attack occurs after a few hours of sleep and be- 
gins with a peculiar hollow, croupy cough and ends in 
a crowing inspiration. The typical inspiratory obstruc- 
tive laryngeal paroxysm then ensues with the child be 
coming frantic from air hunger and suffocation. Cyano- 
sis of the skin, nails, and lip is quite marked; and the 
wild, staring eyes with an expression of extreme terror 
will often cause momentary panic, even in the hardies' 
physician, and, of course, in the parents, particularly 
while they are waiting for the physician’s arrival. After 
an hour or two of lessening cough, hoarseness, and gen- 
eral distress, the attack subsides and the exhausted child 
falls asleep. Fortunately, this syndrome is self-limit- 
ing, should never require tracheotomy, and seldom if 
ever occurs after the age of 6. 

The most effective handling of either type is for the 
mother to calm the child’s fears by gentle patting and 
soothing. A mother’s terror naturally increases the 
child’s terror, and at times the physician may arrive 
and find two completely hysterical patients. 

CONCLUSION 


Massive hemorrhage and laryngeal obstruction are 
the only emergencies of the throat which immediately 
threaten life, but there are several other throat emer 
gencies that demand prompt action to relieve the pa 
tient’s intense discomfort. 
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Hoarseness is a quality of voice that is variously 
described as rough, harsh, scratchy, husky, or ragged, 
but no matter what the description, hoarseness is essen- 
tially a change in the normal voice of an individual and 
should be considered a symptom instead of a disease. 
This fact is very well recognized by the profession, 
but unfortunately too many busy practitioners are lured 
into a serious pitfall by accepting the average patient’s 
habit of attributing any hoarseness to simple laryngitis.' 


The management of hoarseness is directly depend- 
ent on the accurate determination of the cause. This 
brief truth, so clearly and simply stated, soon becomes 
tangled and obscure in a bewildering array of nomen- 
clature and disease entities when various texts are con- 
sulted for information. It is the purpose of this paper, 
therefore, to present an outline of etiologic mechanisms 
based on causative factors that can be used as a guide 
in directing a brief, thorough, and specific examination 
for the management of hoarseness. 

Toward this end I have arbitrarily divided the 
etiologic mechanisms into five main types and have 
further subdivided the factors under each type. It is 


hoped that by using this outline the laryngologist and 
the general practitioner will no longer have to keep in 
mind the multitude of disease entities which cause a 
change in the normal voice of an adult, child, or infant. 
It is realized that, from an academic standpoint. 
discrepancies and controversial points exist in this out- 
line, but its clinical usefulness has been demonstrated in 
the clinic at the Des Moines Still College of Osteopathy 
and Surgery. 
I. Inflammation and infection 
A. Intrinsic trauma (involving cords ) 
1. Mechanical: vocal abuse, foreign body 
2. Chemical: industrial gases, smoking, post- 
nasal drip 
3. Bacterial: acute or chronic infectious laryn- 
gitis, abscess (appendix ), specific infections, 
such as syphilis, tuberculosis, or fungus 
+. Thermal: abnormal heat from gases or 
steam, desiccation due to extreme cold or ar- 
tificial heat 
B. Extrinsic trauma (involving cricoid joints ) 
1. Mechanical: accidents in swallowing, exter- 
nal injuries 


2. Chemical: pharyngeal burns from x-ray or 
radium 
3. Bacterial: esophagitis, cervical abscess, ar- 
thritis, myositis, neuritis, exanthemas 
4. Thermal: excessively hot or cold drinks or 
compresses, diathermy 

II. Neurogenic (paralysis, spasm, incoordination ) 

A. Cranial: central nervous palsies, scleroses, 
degenerations 

B. Psychophysiologic: cortical aphonia, apsithy- 
ria 

. Recurrent laryngeal : myasthenia, cervical and 

mediastinal 

1). Neuroses: angioneurotic, hysterical, neuras- 
thenic 

111. Vascular (mechanical in nature) 

A. Intrinsic 
1. Hemorrhage 
2. Capillary fragility 
3. Hypertension 
+. Arteriosclerosis 
B. Extrinsic 
1. Cortical or central apoplexy 
2. Cerebral or mediastinal aneurysm 
IV. Blood stream 
A. Intrinsic and extrinsic 
1. Drugs and poisons, alcohol, potassium, et 
cetera 
2. Systemic toxicity, focus of infection 
3. Systemic disease: nephritis, diabetes, et 
cetera 
4. Biochemical aberrations: 
ance, acidosis 
5. Blood stream dyscrasias : infectious mononu- 
cleosis, leukemia, et cetera 

V. Tumors 

A. Intrinsic 

1. Polyps 

2. Hypertrophy 

3. Hyperplasia 

4. Metaplasia 

b. Extrinsic 

1. Cerebral 

2. Cervical: direct invasion, recurrent laryngeal 
3. Pulmonary: recurrent laryngeal. 

With the above outline at hand, it is possible to 
take a brief but pertinent history. After physical ex- 
amination the search can be narrowed down to a few 
mechanisms, following which mirror examination of 
the larynx will further narrow the field, particularly 
when implemented by careful palpation of the neck and 
larynx. In all but a very few instances the diagnosis 
can thus be made in the office without additional in- 
vestigation. Occasionally x-ray studies of the larynx 
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and direct laryngoscopic examination are necessary for 
diagnosis, but these cases are comparatively rare in our 
experience. 

When the cause of hoarseness has been deter- 
mined, the management becomes a dual problem: cura- 
tive and symptomatic. In many of the neurogenic and 
vascular types of hoarseness, cure is improbable and 
treatment can only be symptomatic. On the other hand, 
removal of a tumor or polyp will cure hoarseness with- 
out supplementary symptomatic treatment. Briefly, 
then, curative therapy is directed toward the cause and 
varies according to the cause. 

Symptomatic measures consist, in general, of a 
beneficial temperature and humidity of the air, vocal 
rest, intralaryngeal medication, diathermy, and osteo- 
pathic manipulative therapy. It is recognized that with 
steam inhalers, medicated or plain, or other humidifiers 
a room temperature of 70 F. is optimal to provide 80 
to 90 per cent relative humidity. Vocal rest is essen- 
tial.2 Intralaryngeal medication is used primarily in 
chronic or subacute inflammations and usually is limited 
to mono-p-chlorophenol. Diathermy is used in small 
doses to the anterior cervical muscles and larynx, and 
gentle stretching of these muscles with manipulation 
of the hyoid bone and cartilages of the larynx provides 
much relief from the tenseness and tenderness accom- 
panying most cases of hoarseness. 

Although direct laryngoscopy is not too often 
necessary for diagnosis, it is extremely important in 
the cure of many causes of hoarseness, particularly 
tumors and inflammation. Endoscopic biopsy is an 
absolute essential in determining the type of tumor and 
thus guiding the treatment, but the tumor is first seen 
at mirror examination. Vocal nodules, cord ulcers, 
stenosis, and scar tissue left by some of the more severe 
inflammations and mechanical traumas are managed 
solely by direct approach. 

Although direct laryngoscopy is extremely useful, 
considerable training and equipment are needed. It is 
not an office procedure to be performed by the inex- 
perienced. The larynx resents unskilled exploration 
and reacts with obstructive edema to the trauma of 
such examination. 

SUMMARY 

An outline of etiologic mechanisms in hoarseness 
has been presented. This outline has been proved by 
clinical trial to be an effective guide in directing a com- 
prehensive examination for determining the cause of 
hoarseness. When the cause of hoarseness has been 
determined, management consists of specific curative 
measures directed to the cause, and certain symptomatic 
measures directed to the larynx itself. 
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Deafness Influenced by Hypothyroxinemia 


DON WELLINGTON BEARS, D.O. 


Mexico, Mo. 


The thesis of this presentation is based on one 
phase of Dr. Andrew T. Still’s philosophy, “The rule 
of the artery is supreme.” This phase is concerned with 
the quality of the arterial contents supplying all the 
structures required for normal hearing. The subject 
is too extensive and complex to be covered fully in this 
paper. Therefore, only certain aspects of endocrine 
imbalance will be noted. These properly belong in the 
realm of internal medicine but many interested primar- 
ily in the field of otology do not have the services of 
an internist available, and it is to these that this paper 
is directed. 

My interest in biochemical changes in relation to 
deafness was aroused by a study of Kopetzky’s book, 
“Deafness, Tinnitus, and Vertigo.”! Therapy adminis- 
tered empirically based upon his theories of avitamin- 
osis and endocrine dysfunction did produce satisfactory 
improvement in hearing in some patients and excep- 
tional improvement in a few. More recently, when 
economic factors permitted, therapy has been based 
upon chemical analysis of the patient’s blood. 

Kopetzky noted after blood chemistry studies of 300 
undifferentiated cases of deafness in patients of all 
ages that whole blood urea nitrogen was elevated in 42.3 
per cent, total serum proteins were less than normal 
in 20.7 per cent, albumin was less than normal in 25 
per cent, blood sugar was less than normal in 16.7 
per cent and elevated in 3.3 per cent, and total choles- 
terol levels were much higher than normal in 53.7 per 
cent. This was considered indicative of hypothyroidism. 
The elevated urea nitrogen is considered indicative of 
vitamin A deficiency in the absence of demonstrable 
renal disease. Serum calcium was increased in 8 per 
cent and decreased in 3.3 per cent. Vitamin A levels 
were normal in all but one case. The vitamin B, level 
(implied by pyruvic acid levels) was decreased in 59 
per cent and increased in 24.7 per cent. Therapy was 
based on the individual blood chemistry findings. 

Since Kopetzky noted improvement in hearing 
upon administering 25,000 units of carotene in oil 
daily, 4 grains of yeast concentrate three times daily, 
and 1 cc. of anterior pituitary extract at least once a 
month before this series of patients was studied, he 
believes that these tests were not a reliable guide in 
establishing vitamin A deficiency at the intracellular 
spaces of the tissues of nerves, of bones, and of tooth 
enamel. 

Lobel* reported 83 per cent of his cases improved 
by administration of vitamin A and B complex, but 
Atkinson,’ reporting on ten cases after 6 weeks of in- 
tensive vitamin A and B complex therapy, found no 
improvement. This number admittedly was too small 
to draw definite conclusions, but he discontinued his 
studies of this treatment. As Kopetzky' suggested, there 
may be some enzyme or other unknown factor con- 
cerned with the utilization of vitamin A by tissue cells. 
Hypothyroidism is known to result in defective con- 
version of carotene to vitamin A.* Thyroxine may be 
concerned with the utilization of vitamin A by the 
cells. 

The thyroid hormone, thyroxine, has long been 
claimed to be beneficial in otosclerosis and other types 


of deafness.’ The function of thyroxine is to increase 
the sensitivity of certain structures, notably the entire 
nervous system. All living cells respond at a greater 
tempo as the thyroxine in the body increases.° Thyroid 
hormone is thought to cause release of coenzymes, pro 
tein carriers, or other substances needed for many o/ 
the energy-transforming processes in all cells.’ 


It is now possible to measure accurately the quan 
tity of circulating thyroxine by several methods. The 
importance of the tests for protein-bound iodine ( PBI) 
or butanol-extractable iodine (BEI) cannot be overem- 
phasized. For many years the basal metabolic rate has 
been interpreted as signifying the state of function of 
the thyroid gland. This assumption has been proved 
false in many cases.* However, the substance of inter- 
est to this paper is the thyroid hormone, thyroxine. The 
individual who is in need of more of this hormone for 
good health should not be deprived of it because the 
basal metabolic rate is within normal range (+ 20 to 
—15 per cent). The PBI test requires extensive and 
expensive equipment as well as trained personnel who 
must exert meticulous care in its performance, but it is 
possible to send the patient’s blood serum to a good 
clinical laboratory to have this test performed. The 
main precaution to be observed is that no roentgeno- 
graphic dyes have been administered to the patient for 
a period of several weeks (1 year, according to some 
investigators) because these are carried through the 
present procedures for determining protein-bound io- 
dine hormone.’ lIodides by mouth or cutaneous applica- 
tion may give false values for 12 weeks thereafter, but 
usual amounts of iodized salt do not seem to produce 
this effect.” 


Starr® is actually referring to hypothyroxinemia 
when he defines hypothyroidism as the subnormal state 
of the tissues which is created by the deficiency of 
thyroxine in relation to the need of the tissues for oxi- 
dative catalysis. He expresses the opinion that the inci- 
dence of this condition is high in the general population 
and that many general degenerative states result from 
or are associated with hypothyroidism and that these 
might be corrected by sustained euthyroidism or in- 
duced hyperthyroidism. There is no change in PBI in 
healthy aged adults. In deaf children, blood biochemical 
studies should be undertaken as early as possible. Chil- 
dren often have no signs of hypothyroidism, yet the 
chemical examination reveals factors which strongly 
suggest it, and further endocrine studies will lead to its 
discovery. Its early correction by adequate therapy 
leads to increased hearing acuity." 

- According to Starr® the homeostatic mechanism 
involved in thyroid function is as follows: (1) The 
tissue need for thyroxine is transmitted to (2) the cen- 
tral nervous system, which connects the tissues to (3) 
the hypothalamus, functionally connected with (4) the 
anterior pituitary, which secretes TSH into the blood 
stream to stimulate (5) the thyroid gland, thus produc- 
ing (6) the thyroid hormone, thyroxine, which is car- 
ried to the tissues, and (7) the action of thyroxine on 
the tissues reduces the demand on the hypothalamus. 

From this hypothesis it can be readily observed 
that fluctuations of thyroxine below normal blood 


serum levels may be produced by several different 
primary abnormal conditions such as: (1) thyroid 
gland deficiency, (2) lack of sufficient protein (thought 
to be tyrosine) or (3) iodine, (4) insufficient secretion 
of TSH by the anterior pituitary, (5) disturbances in 
the hypothalamus or central nervous system resulting 
in the lack of needed stimulation to the pituitary gland,° 
or (6) inhibition, destruction, or diversions of thy- 
roxine from the tissues owing to disease. 


If hypothyroidism or hypothyroxinemia is suspect- 
ed, a patient may be studied by (1) measurement of 
the PBI concentration in the serum, (2) measurement 
of radioactive iodine uptake, (3) bioassay of thyro- 
tropic pituitary hormone (TSH), (4) noting the effects 
of TSH administration on PBI, BMR, and radioactive 
iodine uptake, (5) conversion of radioactive iodine 
from inorganic to organic fraction of serum iodine, 
and (6) measuring the basal metabolic rate. 


An attempt should be made to determine the cause 
of hypothyroxinemia. A useful procedure is to study 
the quantitative response to parenteral administration 
of TSH.® Administration of 15 mg. of pure TSH 
daily for 3 days should produce an increase in the 
BMR, an increase in the radioactive iodine uptake, and 
possibly a depression of serum cholesterol if the pitui- 
tary gland is not producing enough thyrotropic hor- 
mone. If there is no response to this test it may be 
assumed that the fault is in the thyroid gland. 


Bioassay of serum and urine for TSH will also 
suggest the state of function of the pituitary gland since 
a lack of TSH is noted in hypopituitary cases. Rarely, 
hypofunction of the pituitary may be the result of se- 
vere “athyreotic hypothyroidism.” 


Simmers” concludes that study of I'*' uptake is 
the most satisfactory test available for aid in diagnosing 


thyroid disorders. Uptake of radioactive iodine is re- 
ported to be very low in thyroid hypofunction. This 
procedure, however, measures only the retention of 
iodide ion and does not determine whether or not 
thyroxine is produced. Several cretins studied by 
Means" had a normal uptake but were unable to io- 
dinate the tyrosine nucleus and therefore could make no 
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hormone. Increased I'* uptake is most accurate as an 
indication of exophthalmic goiter (Graves’ disease) 
and adenomatous goiter with hyperthyroidism.’° 


Testing the conversion of radioactive iodine to 
thyroxine as described by Morton and his associates’ 
would seem to be the most accurate direct measurement 
of thyroid function. Ninety-three per cent of hypothy- 
roid patients gave values of less than 1 per cent. 


Reference has already been made to the inadequa- 
cies of the basal metabolic rate. Many conditions be- 
sides hyperthyroidism or hypothyroidism can cause 
markedly abnormal results, for example: (1) hyper- 
tension, (2) leukemia, (3) psychoneuroses, (4) tuber- 
culosis, (5) any febrile condition, (6) polycythemia, 
(7) lymphoblastoma, (8) acromegaly, (9) heart dis- 
ease with dyspnea, (10) pheochromocytoma, (11) co- 
arctation of the aorta, (12) Parkinson’s disease, (13) 
chronic alcoholism, and (14) aortic stenosis." 


For the practitioner whose facilities are limited 
who wishes to study a suspected hypothyroid patient 
the best procedure would be to determine the serum 
thyroxine, inorganic iodine, and cholesterol levels, and 
if the tentative diagnosis is confirmed by chemistry re- 
ports, to administer 15 mg. of pure TSH daily for 3 
days and repeat the blood serum tests. Therapy should 
be based on the blood serum findings and guided by 
periodic rechecking of the chemical as well as the clin- 
ical response. 


It must be noted that this subject pertains to a 
very small part of examination of the patient who pre- 
sents the symptoms of deafness. To review the neces- 
sary procedures in the study of such a patient would 
require a large volume. The purpose of this short re- 
view is to bring to the attention of osteopathic practi- 
tioners one of the elements in the blood which has been 
thought to influence hearing, a suggestion of some 
means of studying its quantitative occurrence, and the 
suggestion that hearing may be further improved by 
correcting biochemical imbalance after all other factors 
producing deafness have been corrected as well as 
possible. 
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sed Amendments to the Constitution and Bylaws and 


Code of Ethics of the American Osteopathic Association 


R. C. McCAUGHAN, D.O. 


CONSTITUTION 
Article X—Amendments 

(The following proposed amendment is published at the 
request of the Executive Secretary in order to correct a gram- 
matical error. The amendment was read to the 1955 House of 
Delegates and can be acted upon by the 1956 House.) 

Amend Article X by deleting in the last line of the article 
the words “it is,” and substituting therefor the words “they 
are.” The article would then read: “This Constitution may be 
amended by the House at any annual meeting, by a two-thirds 
vote of the accredited voting Delegates at such meeting, pro- 
vided that such amendments shall have been presented to the 
House and filed with the Secretary at a previous annual meeting, 
and that the Secretary shall have them printed in THE JoURNAL 
not less than two months nor more than four months previous to 
the meeting at which they are to be acted upon.” 


BYLAWS 
Article I[V—Fees and Dues 

(The following proposed amendments are published in order 
to correct in the Bylaws the name of the Osteopathic Magazine 
which was changed by the House of Delegates in 1955.) 

Amend Section 1 by deleting in the first sentence of the 
second paragraph the words “OSTEOPATHIC MAGAZINE” 
and substituting therefor the words “HEALTH—an osteo- 
pathic publication.” 

Amend Section 4 by deleting the words “OSTEOPATHIC 
MAGAZINE” and substituting therefor the words “HEALTH 
—an osteopathic publication.” 

(The following proposed amendment is published at the 
direction of the Board of Trustees. It provides for a reduced 
rate of membership dues for members engaged in full-time fel- 
lowship training programs.) 

Amend Section 1 by inserting between the present fourth 
and fifth paragraphs, the following paragraph: 

Dues for regular members engaged in full-time fellowship 
training approved by the American Osteopathic Association 
shall be twenty dollars ($20.00) per year during the period of 
such fellowship training. (Such a full-time fellowship is de- 
fined as a course formally conducted in the Colleges or graduate 
schools of the Colleges, occupying the entire time of the fellow. 
Said fellow is to be registered as a student in the College and 
assigned to the respective department head for conduct of 
formal program.) 


Article V—Delegates: Methods of Election and Duties 

(The following proposed amendment is published at the di- 
rection of the House of Delegates and would advance the date 
for certification of Delegates to the A.O.A. convention by 
thirty days in order to facilitate hotel reservations for delegates 
at the annual convention.) 

Amend Section 1 by changing in lines two and three of the 
first paragraph, the figure “60” to the figure “75.” The para- 
graph would then read: 

“Sec. 1. The Executive Secretary of this Association shall 
furnish to the secretary of each divisional society, 75 days be- 
fore the first day of the annual meeting of the House of Dele- 
gates, and not again until 75 days before the next annual 
meeting of the House of Delegates, a statement of the number 
of regular members of this association located in the territory 
represented by that divisional society.” 

Further amend Section 1 by changing in the last line of 
the second paragraph of that Section the figure “15” to the 
figure “45.” The sentence would then read: 

“The secretary of each divisional society shall certify its 
Delegates to the Executive Secretary of this Association in 
writing or by wire at least 45 days prior to the first day of 
the annual meeting of the House of Delegates.” 

Article VIII—Duties of Officers 

(The following proposed amendment is published at the di- 

rection of the Board of Trustees. It would remove from the 


Executive Secretary 


Bylaws the provision that the Editor shall be the director of 
public education in general.) 

Amend Section 6 by deleting therefrom paragraph (b) 
which reads: “He shall be the director of public education in 
general.” 

If the previous proposed amendment shall be adopted, 
further amend Section 6 by relettering present paragraphs (c ) 
and (d) as paragraphs (b) and (c), respectively. 

(The following proposed amendment is published at the di 
rection of the Board of Trustees and would require that the 
Treasurer provide quarterly rather than monthly financial r: 
ports to the Board.) 


Amend Section 4 by deleting, in the third line of para- 
graph (c), the word “monthly” and substituting therefor the 
word “quarterly.” 


Article IX—Duties of Board of Trustees 


(The following proposed amendment is published at the re- 
quest of the Committee on Ethics and Censorship in order io 
revise the procedure with regard to alleged violations of the 
Code of Ethics by members of the Association.) 


Amend Article IX by deleting the entire section 7 and sul- 
stituting therefor the following: 

Sec. 7. The Board of Trustees shall decide finally all ques- 
tions of an ethical or judicial character and shall have investi- 
gated by the Committee on Ethics and Censorship all charges 
of violation of the Constitution, By-Laws or Code of Ethics 
or of grossly unprofessional conduct of any member and shall 
have the power to censure, place on probation for not exceed- 
ing a three-year period, suspend for not exceeding a three-year 
period or expel a member as the findings warrant. A member 
may be cited to appear before it by the Board of Trustees or 
Committee on Ethics and Censorship to answer charges or com- 
plaints of unethical or unprofessional conduct. Upon the final 
conviction of any member of an offense amounting to a felony 
under the law applicable thereto, such member shall auto- 
matically be deemed expelled from membership in this Associa- 
tion; a conviction shall be deemed final for the purposes hereo/ 
when affirmed by an appellate tribunal of final jurisdiction or 
upon expiration of the period allowed for appeal. 


If a member shall have been suspended or expelled from a 
divisional society because of a breach of the Code of Ethics 
by proper action of such divisional society, the Board of 
Trustees of this Association shall review the record of sucli 
decision. The decision may first be referred to the Committee 
on Ethics and Censorship for recommendations. If the Board 
of Trustees shall concur in the action of the divisional society, 
such member shall be suspended for the same period of time 
or expelled from this Association upon the same basis as in 
the decision of the divisional society. 

The Board of Trustees is authorized to adopt and amen! 
from time to time in the manner directed by the Board a Guide 
for Administrative Procedure regulating the procedure ap 
plicable to matters involving violations of the Code of Ethics 


Article X—Departments, Bureaus, Committees, 
and Sections 
(The following proposed amendment is published at the di 
rection of the Board of Trustees and, if adopted, would change 
the name of the Division of Public and Professional Welfare.) 


Amend Section 2 by deleting the last word in the firs! 
sentence, “Welfare,” and substituting therefor the word “Serv- 
ice.” 

Further amend Section 2 by deleting in paragraph three 
of the section, the word “Welfare” and substituting therefor 
the word “Service.” The paragraph would then read: 
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“The Division of Public and Professional Service shall be 
composed of a chairman (approved in the regular manner by 
the Board of Trustees), the President, and the Executive Secre- 
tary, who shall constitute an Executive Committee of the Divi- 
sion, and of such others as shall from time to time be selected. 
This Division shall perform the duties previously set forth by 


the Board of Trustees and the House of Delegates and such’ 


other duties as shall from time to time be assigned to it.” 

(The following proposed amendments are published at the di- 
rection of the Board of Trustees and, if adopted, would change 
the name of the present Bureau of Conventions.) 

Amend Section 1 by adding in the first sentence after the 
word “Conventions,” the words “and Meetings.” The sentence 
would then read : 

“The Department of Professional Affairs shall include the 
Bureaus of Professional Education and Colleges, Hospitals, 
Conventions and Meetings, Professional Development, and Re- 
search. Committees may be established by the House of Dele- 
gates or the Board of Trustees so as to carry out efficiently 
the work of the various bureaus as outlined by the House of 
Delegates and/or the Board of Trustees.” 

Amend Section 6 by adding after the word “Conventions,” 
wherever it appears in the section, the words “and Meetings.” 

(The following proposed amendment is published at the di- 
rection of the Board of Trustees. It would delete present pro- 
visions for the duties of officers of Sections, not now included 
in the annual convention program.) 

Amend Section 6 by removing the second paragraph which 
reads as follows: 

“The first chairman, vice-chairman and secretary of a sec- 
tion shall be appointed by the Board of Trustees. Thereafter 
at each annual meeting each section maintaining a minimum 
membership of twenty shall elect its own officers. The final 
confirmation of these officers shall be subject to approval by the 
Board of Trustees. The chairman, in addition to his usual 
duties, shall prepare the program for his section and submit 
it to the Bureau of Conventions at least three months before 
the date of the next annual meeting of the Association. The 
vice-chairman shall perform the duties of the chairman in his 
absence or failure. The secretary shall maintain a membership 
list as provided for in this section which shall at all times be 
available to the A.O.A. Secretary and to the sectional program 
chairman.” 
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(The following proposed amendment is published as an 
alternative to the immediately preceding amendment and would 
delete from the Bylaws all references to Sections while still 
leaving in the Constitution the provision for setting up Sections 
if in the wisdom of the House it should later become desirable 
to reconstitute Sections.) 

Amend Section 6 by deleting the entire section which reads 
as follows: 

“Sec. 6. On petition of not less than twenty regular mem- 
bers of the Association, and after approval by the Bureau of 
Conventions, the Board of Trustees may authorize a section on 
any subject relating to the science or art of osteopathy. The 
persons whose names appear on such petition, with those who 
may register with the secretary at the beginning of the annual 
meeting, shall constitute the members of the section. Those who 
have registered for any section at any annual meeting shall 
constitute the membership of that section for the ensuing year. 
No member shall register for more than two sections. 

“The first chairman, vice-chairman and secretary of a sec- 
tion shall be appointed by the Board of Trustees. Thereafter 
at each annual meeting each section maintaining a minimum 
membership of twenty shall elect its own officers. The final 
confirmation of these officers shall be subject to approval by 
the Board of Trustees. The chairman, in addition to his usual 
duties, shall prepare the program for his section and submit it 
to the Bureau of Conventions at least three months before the 
date of the next annual meeting of the Association. The vice- 
chairman shall perform the duties of the chairman in his ab- 
sence or failure. The secretary shall maintain a membership 
list as provided for in this section which shall at all times be 
available to the A.O.A. Secretary and to the sectional program 
chairman. 

“Each section shall meet at the time of the annual meetings 
of the Association, and shall hold two or more sessions for 
formal programs, as may, in the judgment of the Bureau of 
Conventions, be deemed most practicable.” 

(The following proposed amendment is published at the re- 
quest of the Executive Secretary to provide for the proper 
designation of Article X, in the event the immediately preceding 
amendment is adopted.) 

Further amend Article X by deleting in the title of the 
article the words “and Sections” and by inserting the word 
“and” before the word “Committees.” The title of Article X 
would then read: “Departments, Bureaus, and Committees.” 


RULES CONCERNING A.O.A 


In relation to the formal invitation to this Association to 
hold an annual convention in a particular place, the Constitution 
of the American Osteopathic Association was amended at the 
1951 convention to provide that “the House may take action 
covering not more than five succeeding conventions.” There- 
fore, it will be possible, but not mandatory, for the House of 
Delegates at the 1956 convention in New York to select the 
convention city for the 1960 and 1961 conventions. 

Formal invitations must be received not less than 60 days 
hefore the convention, and in such invitation the inviting city is 
required to give detailed description of physical facilities avail- 
able and of a local organization now set up or to be set up. 
The descriptive information is an essential part of the conven- 
tion invitation, and failure to provide it will bar consideration of 
the invitation by the Convention City Committee and by the 
House of Delegates. The Convention City Committee is com- 
posed of E. H. McKenna, chairman, Lawrence C. Boatman, 
Alden Q. Abbott, R. C. McCaughan, and C. N. Clark. 

Following are the formal rules involved: 

“The invitations shall be received not less than sixty days 
before the time of selection of convention city so that plenty of 
time may be offered for investigation. Inviting cities shall in 
their invitation give detailed description of physical facilities 
and of their local organization. These descriptions shall be 
exact, and failure to provide this information to the Committee 
shall bar consideration of the invitation by the Committee and 
the House of Delegates. 

“The Committee shall report its findings, recommendations, 
and reasons therefor to the Board and the House of Delegates 
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early in the annual sessions each year so that adequate time 
may be had for discussion before a decision is arrived at on 
location by the House. The House shall give serious considera- 
tion to the recommendation of the Committee. The Committee 
may recommend one city or more than one if two alternatives 
seem equally acceptable. In recommending a convention city 
the Committee shall consider the following factors listed in the 
order of their importance: 
(a) Physical facilities for general and sectional and affiliat- 
ed groups’ programs, and for housing attendants. 
(b) Location of city for drawing largest attendance. 
(c) Clinical facilities (legal status of profession). 
(d) Location of city as drawing card for exhibitors. 
(e) Physical facilities as a drawing card for exhibitors. 
(f) Expense to the Association in putting on convention. 
(g) Intraprofessional good will promotion, here consider- 
ing location and success of previous conventions. 
(h) Public relations of the profession. 
(i) Ability of the local group to provide the necessary lo- 
cal committee. 
(j) Available entertainment for members’ families. 
“Divisional societies or associations extending convention 
city invitations shall be requested to give detailed description of 
physical facilities of their city and their local organization. All 
such communications shall be presented to the Convention City 
Committee not less than sixty days before the time of selection 
of the convention city.” 


R. C. McCaucuan, D.O. 
Executive Secretary 
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H.R. 483 

On February 14, 1956, The Senate Armed Services Sub- 
committee, comprised of Senator Stuart Symington, of Mis- 
souri, chairman, Senator Henry M. Jackson, of Washington, 
and Senator Margaret Chase Smith, of Maine, held hearings on 
H.R. 483, the bill providing for military medical corps commis- 
sions for doctors of osteopathy, which passed the House last 
July. The Deputy Assistant Secretary of Defense (Health and 
Medical), the American Osteopathic Association, and the 
American Association of Osteopathic Colleges testified in favor 
of the bill. The American Medical Association and the Maine 
Medical Association spoke against it. The A.M.A. also filed a 
supplementary statement of opposition. The Veterans of For- 
eign Wars telegraphed in favor of the bill. The American 
Congress of Physical Medicine and Rehabilitation sent a letter 
in opposition. 

The A.M.A. witness, Dr. James 
A.M.A. Board of Trustees, said: 

The appointment of osteopaths as medical officers will endanger the 
health and welfare of our military personnel, will contribute to the 
demoralization of our career medical services, will endanger the ac- 
creditation of residency and internship training programs in military 
hospitals, and will unnecessarily hinder the utilization of civilian con- 
sultants and other civilian physicians by the armed services. 

The witness from the Maine Medical Association, Dr. 


Daniel F. Hanley, said: 

Medicine and osteopathy are different disciplines . . . Legislating 
them to be equal can only bring chaos . . . With time and cooperative 
effort the differences between medicine and osteopathy will be resolved. 
But I sincerely believe that the Armed Forces is not the forum in which 
to find the answer. 

The Subcommittee withheld judgment pending testimony 
to be furnished by the Surgeons General of the three military 
services. 

Notwithstanding the favorable testimony of the Defense 
Department, the three Surgeons General opposed the bill at a 
hearing before the Subcommittee on March 2, 1956. Each Sur- 
geon General in turn contended that appointment of doctors of 
osteopathy would lose the Services the necessary A.M.A. ac- 
creditation of military intern and residency training hospitals 
as well as the accreditation of the Joint Commission on Hos- 
pital Accreditation. Each predicted that enactment of the bill 
would scuttle the medical programs of the Armed Services and 
lead to mass resignations of medical officers. 

On March 12, 1956, the American Osteopathic Association 
filed for the record a supplementary statement, as follows: 

SUPPLEMENTARY STATEMENT OF THE AMERICAN 

ATION WITH REFERENCE TO 

TESTIMONY OF E SURGEONS GENERAL ON MARCH 2 
1956, AND THE SU PPL EMENTAL STATEMENT FILED BY THE 
AMERICAN MEDICAL ee aa FOR THE RECORD, IN 

CONNECTION WITH THE SENATE ARMED SERVICES 


SUBCOMMITTEE HEARING ON H.R. 483. 
March 12, 1956 


At the outset, we wish to express appreciation for permis- 
sion to file this supplementary statement for the record of 
Hearings on H.R. 483. 

1. In re Testimony of the Surgeons General 

During the hearing of March 2, 1956, each of the three 
Surgeons General was fearful of possible loss of A.M.A. ac- 
creditation of intern and residency training hospitals of his 
respective Service, if medical officers trained in osteopathic col- 
leges are assigned to such training hospitals, because the A.M.A. 
considers osteopathy a cult, and its rules make unethical the 
voluntary association with cultists. 

Comment 

We are advised that, without prejudice to their eligibility, 
many medical officers serve their tour of duty without assign- 
ment to any such training hospitals. 

Out of a total of 195 Service hospitals in the United States, 
only 32 are approved as intern or residency training hospitals. 
J.A.M.A., Sept. 24, 1955. 

The Air Force has no intern training hospitals. The Army 
hospitals are used by the Air Force for the purpose. Out of a 
total of 94 Air Force hospitals in the Continental United States, 


R. McVay, member of the 
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only 4 are approved for residency training. In other words, 90 
Air Force hospitals do not involve A.M.A. accreditation. 

There are 59 Army hospitals in the Continental United 
States, 13 of which are accredited as intern or residency train- 
ing hospitals. Therefore, A.M.A. accreditation is not involved 
in the remaining 46 Army hospitals. 

There are 42 Naval hospitals in the Continental United 
States, 15 of which are approved for intern or residency train- 
ing. Therefore, 27 Naval hospitals do not involve A.M.A. ac- 
creditation. 

The Judicial Council of the A.M.A., as reported in the 
October 29, 1955, Journal of the American Medical Association, 
has ruled: “When such an association is required by law or 
regulation of the State it can in no sense be considered volun- 
tary and, therefore, is not unethical.” 

The fact also bears repeating, that the A.M.A. Committee 
which made on-campus investigation of osteopathic colleges in 
1955 found and reported as follows: ‘The teaching in present- 
day colleges of osteopathy does not constitute the teaching of 
‘cultist’ healing.” 

Since the A.M.A. is a constituent member of the Joint 
Commission on Accreditation of Hospitals, a private organiza- 
tion, which accredits hospitals other than for intern and resi- 
dency training, any accreditation of such hospitals by the Joint 
Commission following enactment of H.R. 483 might be expected 
to follow any adaptation of A.M.A. policies. 


According to the testimony of the Surgeons General, if 
A.M.A. should withdraw approval of military intern training 
hospitals, medical graduates would not accept internship in 
those hospitals because, it was believed, most States by law 
require A.M.A. approved internship prior to licensure. 

Comment 

No State delegates authority of approval of any required 
internship to the American Medical Association, the American 
Osteopathic Association, or any other private agency, although 
the 30 States that require internship of medical or osteopathic 
graduates prior to licensure, expressly or by Board practice 
accept A.M.A. or A.O.A. approval as the case may be. 

The Journal of the American Medical Association, May 28, 
1955, page 290, lists 27 States, the District of Columbia, and 
Territories, which require internship of medical graduates, 
namely: Alabama, Arizona, California, Colorado, Delaware, 
District of Columbia, Idaho, Illinois, Iowa, Kansas, Kentucky, 
Michigan, Nevada, New Hampshire, New Jersey, North Da- 
kota, Oklahoma, Oregon, Pennsylvania, Rhode Island, South 
Carolina, South Dakota, Utah, Vermont, Washington, West 
Virginia, Wisconsin, Wyoming, Alaska, Canal Zone, Hawaii, 
Puerto Rico, Virgin Islands. 

There are 24 States, the District of Columbia, and Hawaii, 
which require such internship of osteopathic graduates, namely : 
Arizona, California, Colorado, Delaware, District of Columbia, 
Florida, Hawaii, Illinois, Iowa, Kansas, Kentucky, Maine, New 
Hampshire, New Jersey, New Mexico, Oklahoma, Oregon, 
Pennsylvania, Rhode Island, South Dakota, Utah, Vermont, 
Washington, West Virginia, Wisconsin, Wyoming. (Legal 
Division, American Osteopathic Association. ) 

It will be noted that most of the States in the above lists 
are the same. Florida, Maine and New Mexico require intern- 
ship of osteopathic graduates, but do not require internship of 
medical graduates. Alabama, Idaho, Michigan, Nevada and 
North Dakota require internship of medical graduates, but do 
not require internship of osteopathic graduates. 

It should be stated, however, that most osteopathic grad- 
uates and most medical graduates have internships regardless 
of statutory requirement. 


It was suggested by one of the Surgeons General that most 
medical schools require internship prior to granting the pro- 
fessional degree. Subsequent testimony indicated that a mi- 
nority have such a requirement. 
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Comment 
No medical school in the United States requires internship 
prior to granting the professional degree. See Journal of the 
American Medical Association, May 28, 1955, pages 288 and 289. 
No osteopathic college requires internship prior to granting 
the professional degree. 


One of the Surgeons General stated that graduates of any 
of the medical schools in the United States are eligible, with- 
out exception, for license in any State of the Union. 

Comment 

Graduates of any osteopathic school in the United States, 
without exception, are eligible for license in any State of the 
Union. The Surgeon General omitted to say that graduates 
of foreign medical schools are not eligible for a license in 
10 States of the Union, although they are eligible for com- 
mission in the Medical Corps of the Armed Services. 


One of the Surgeons General testified that medical treat- 
ment administered by doctors: of osteopathy is not officially 
recognized by the majority of the country’s population as being 
on a par with the treatment rendered by doctors of medicine. 

Comment 

The 35 States which grant unlimited licenses to doctors 
of osteopathy have a population aggregating in excess of 120 
million. 


2. In re A.M.A. Supplementary. Statement 

A.M.A. states that although graduates of A.M.A. unap- 
proved medical schools in the United States are still taking 
State medical board examinations (those who pass become 
eligible for medical commissions in the Armed Services), the 
last such school was discontinued in 1948, and these graduates 
have been out of school for a number of years. 

Comment 

The occasion for the above observation was the citation 
during the osteopathic testimony that the State medical board 
record of 1954, as reported in the May 28, 1955, Journal of 
the American Medical Association, showed that 35.6% of the 
graduates of the A.M.A. unapproved medical schools passed 
and 83.4% of the graduates of the osteopathic colleges passed. 

The inference of the A.M.A. statement is that the State 
medical board examination record of graduates of A.M.A. 
unapproved schools before 1948 would compare favorably 
with the State medical board record of osteopathic graduates 
before that date. According to the June 12, 1948, Journal of 
the American Medical Association, page 609, 435 graduates of 
A.M.A. unapproved medical schools in the United States were 
examined by State medical boards in 1947, of whom 250 or 
57.5% passed; 262 osteopathic graduates were examined by 
State medical boards in 1947, of whom 214 or 81.7% passed; 
and 601 graduates of foreign medical schools were so examined 
of whom 283 or 47.1% passed. Graduates of foreign medical 
schools are liable under the draft and are eligible to and com- 
missioned in the Armed Services. 

Draft liability to age 46—assuming the usual graduation 
at age 26—would mean liability of A.M.A. unapproved med- 
ical school classes 1936 to 1948. Members of A.M.A. un- 
approved medical school classes extending ten years prior to 
1936 are eligible, since appointments are made through age 55. 


A.M.A. states belief that only one or two osteopathic phy- 
sicians have been appointed in the Medical Service of the Public 
Health Service and the Veterans Administration. 

Comment 

On January 26, 1956, the Senate confirmed the appoint- 
ment of an osteopathic physician in the Regular Corps of the 
Public Health Service in the grade of Senior Assistant Sur- 
geon. We are not advised as to the number, if any, currently 
appointed in the PHS Reserve, although the Public Health 
Service recently invited applications by doctors of osteopathy, 
and several have applied. 

At least 10 doctors of osteopathy have been appointed in 
the Medical Service of the Veterans Administration. 

The annual report of the Administrator of Veterans Af- 
fairs for the fiscal year ending June 30, 1952, showed that 
7,000 osteopathic physicians participated in the “home-town” 
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medical care program for out-patient services for veterans 
with service-connected disabilities. The osteopathic profession 
continues to cooperate fully in the VA “home-town” program. 
Doctors of osteopathy are eligible on the same basis as 
medical doctors for appointment in these two services. The 
language of H.R. 483 is derived from the enabling laws of 
the Public Health Service and the Veterans Administration. 


A.M.A. cites the number of beds available for students of 
osteopathic medicine at the Kirksville College of Osteopathy 
and Surgery, the Des Moines Still College of Osteopathy and 
Surgery, the College of Osteopathic Physicians and Surgeons, 
at Los Angeles, the Chicago College of Osteopathy, and the 
Philadelphia College of Osteopathy, and cites medical colleges 
in those States that have more teaching beds available. 

Comment 

The Essentials of an Acceptable Medical School as de- 
fined by the Council on Medical Education and Hospitals of 
the A.M.A. requires that an acceptable medical school ‘may 
own or control a general hospital” which should “have a daily 
average of not less than 200 patients who can be utilized for 
clinical teaching.” All the osteopathic schools above cited 
exceed that requirement. 

All osteopathic colleges require a minimum of three years 
of pre-professional college training; 75% of the entering 
classes in 1955 had baccalaureate degrees. The professional 
course is four years. Most graduates take one or more years 
internship; 87 hospitals are approved for intern-training. Many 
take residency training in preparation for specialty board cer- 
tification; 44 hospitals are approved for training of residents. 

All 48 States, the District of Columbia, and Hawaii license 
osteopathic graduates. Since all States derive their osteopathic 
licensees from the same colleges and intern training hospitals, 
all such licensees have the same professional training. 


Respectfully Submitted, 
American Osteopathic Association 
By 
Dr. Cuester D. Swope, 
Chairman, A.O.A. Department 
of Public Relations 


NEW ORDER FOR INDUCTION OF REGULAR REGISTRANTS 


On February 15, 1956, the President signed Executive 
Order No. 10659, which prescribed numerous amendments of 
the Selective Service Regulations. 

The Executive Order changes the order of call for induc- 
tion (from Classes I-A and I-A-O) of men immediately avail- 
able for 24 months of training and service in a manner which 
will achieve the best and most equitable utilization of available 
manpower possible under present circumstances. Hereafter, 
young nonfathers will be called before fathers and persons 26 
years of age and over. No new deferments or exemptions are 
provided for, nor are the ones now in effect altered by this 
change in the order of call. The fathers and older registrants 
who are in Class I-A or Class I-A-O continue to remain fully 
liable and available for call-up at any time the demand for men 
exceeds the number in the younger group. The new order of 
call-up will be less disruptive to the community, as well as more 
advantageous to the armed forces. 

The change in the order of call for induction made by the 
Order does not in any way affect the induction of doctors under 
the Doctors Draft Law. The needs of the armed forces for 
physicians and dentists will continue after the Doctors Draft 
Law terminates on July 1, 1957, and if this law is not extended 
in one form or another, provision will have to be made for the 
induction of physicians and dentists without regard to the 
order of call established by this Order. 

The Order, in accordance with the 1955 amendments, also 
— with respect to special registrants who are physicians, 

entists, and veterinarians, that such persons shall be classified 
as exempt from induction when they attain the age of 46. They 
will also be classified as exempt from induction if they have 
attained the age of 35 and have applied for a commission in 
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the armed forces as a physician, dentist, or veterinarian, and 
have been rejected solely for physical disqualification. 

Pending printing and distribution of the amended regula- 
tions some of the amendments are reproduced below. 

New Order of Selection for Induction—Paragraph (a) of 
section 1631.7 of Selective Service Regulations was amended to 


read as follows: 

(a) Each local board, upon receiving a Notice of Call on Local 
Board (SSS Form No. 201) from the State Director of Selective Service 
for a specific number of men shall select and order to report for induc- 
tion the number of men required to fill the call from among its regis- 
trants who have been classified in Class I-A and Class I-A-O and have 
been found acceptable for service in the armed forces and to whom the 
local board has mailed a Certificate of Acceptability (DD Form No. 62) 
at least 21 days before the date fixed for induction: Provided, That a 
registrant classified in Class I-A or Class I-A-O who is a delinquent 
may be selected and ordered to report for induction to fill an induction 
call notwithstanding the fact that he has not been found acceptable for 
service in the armed forces and has not been mailed a Certificate of 
Acceptability (DD Form No. 62); And provided further, That a regis- 
trant classified in Class I-A or Class I-A-O who has volunteered for in- 
duction may, if an appeal is not pending in his case and the period 
during which an appeal may be taken has expired, be selected and 
ordered to report for induction notwithstanding the fact that he has not 
been found acceptable for service in the armed forces and regardless of 
whether or not a Certificate of Acceptability (DD Form No. 62) has 
been mailed to him. Such registrants shall be selected and ordered to 
report for induction in the following order: 

(1) Delinquents who have attained the age of 19 years in the 
order of their dates of birth with the oldest being selected first. 

(2) Volunteers who have not attained the age of 26 years in 
the sequence in which they have volunteered for induction. 

(3) Nonvolunteers who have attained the age of 19 years and 
have not attained the age of 26 years and who do not have a child or 
children with whom they maintain a bona fide family relationship in 
their homes, in the order of their dates of birth with the oldest being 
selected first. 

(4) Nonvolunteers who have attained the age of 19 years and 
have not attained the age of 26 years and who have a child or children 
with whom they maintain a bona fide family relationship in their homes, 
in the order of their dates of birth with the oldest being selected fisst. 
(5) Nonvolunteers who have attained the age of 26 years in 
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the order of their dates of birth with the youngest being selected first. 

(6) Nonvolunteers who have attained the age of 18 yeafs and 6 
months and who have not attained the age of 19 years in the order of 
their dates of birth with the oldest being selected first. 

In selecting registrants in the order of their dates of birth, if two 
or more registrants have the same date of birth they shall, as among 
themselves, be selected in alphabetical order. 

It is expected that under subparagraphs 3 and 4, above, 
care will be taken not to select any registrant who will reach 
the age of 26 years on or before the date on which he is to 
report for induction, unless his liability for service has been 
extended. 

Delinquents—Two new sections have been added to part 


1642 as follows: 

1642.4 Declaration of delinquency status and removal therefrom. (a) 
Whenever a registrant has failed to perform any duty or duties re. 
quired of him under the selective service law other than the duty to 
comply with an Order to Report for Induction (SSS Form No. 252) or 
the duty to comply with an Order to Report for Civilian Work and 
Statement of Employer (SSS Form No. 153), the local board may de- 
clare him to be delinquent. 

(b) When the local board declares a registrant to be delinquent, it 
shall enter a record of such action and the date thereof on the regis- 
trant’s Classification Questionnaire (SSS Form No. 100) and shall com. 
plete a Delinquency Notice (SSS Form No. 304), in duplicate, setting 
forth the duty or duties which the registrant has failed to perform. The 
local board shall mail the original to the registrant at his last known 
address and file the copy in his Cover Sheet (SSS Form No. 101). 

(c) A registrant who has been declared to be delinquent may be re- 
moved from that status by the local board at any time. When the local 
board removes a registrant from delinquency status, it shall enter a 
record of such action and the date thereof on the registrant’s Classifica- 
tion Questionnaire (SSS Form No. 100) and shall advise the registrant 
of such removal by letter a copy of which shall be filed in his Cover 
Sheet (SSS Form No. 101). 

1642.10 Restriction on classification and induction of delinquents. 
No delinquent registrant shall be placed in Class I-A or Class I-A-O 
under the provisions of section 1642 or shall be ordered to report for 
induction under the provisions of section 1642.13 or section 1631.7 of 
this chapter unless the local board has declared him to be a delinquent 
in accordance with the provisions of section 1642.4 and thereafter has 
not removed him from such delinquency status. 
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BUREAU OF PUBLIC EDUCATION ON HEALTH 


St. Cloud, Minn. 


52ND ANNUAL coment ON MEDICAL EDUCATION 
ND LICENSURE 

The 52nd Annual Congress on Medical Education and Li- 
censure, jointly sponsored by the Federation of State Medical 
Boards of the United States, Advisory Board for Medical Spe- 
cialties, and the Council on Medical Education and Hospitais 
of the American Medical Association, was held in Chicago on 
February 11-14, 1956. This 4-day meeting annually provides 
one of the most interesting and informative forums on medical 
education and licensure in the country. The breadth of the 
presentations and discussions makes it difficult to report in brief 
fashion all the subjects covered at the meeting. 

Although the program of the Congress specifically states, 
“All meetings are open to physicians and others interested in 
medical education and licensure,” doctors of osteopathy attend- 
ing the Annual Congress largely represent states in which 
members of the osteopathic profession serve on boards of 
medical examiners and boards of basic science examiners. In- 
creasingly, however, osteopathic physicians who have a general 
interest in professional education and licensure have come to 
recognize the value of attendance. The D.O.’s who attended the 
52nd Congress were unanimous in recommending that members 
of the osteopathic profession interested in professional educa- 
tion and licensure should attend these meetings even if in their 
states the profession is not regulated or licensed by a board of 
medical examiners. 

This year doctors of osteopathy were present from the fol- 
lowing states: Colorado, Illinois, Indiana, Kentucky, Michigan, 
Minnesota, New Jersey, New Mexico, New York, South Da- 
kota, and Texas. Each year the members of the osteopathic 
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profession who are present meet at a luncheon and discuss ways 
and means by which the profession may contribute to the im- 
provement of the public health through professional education 
and licensure. 

Particular interest has always been displayed in the pro- 
grams sponsored by the Federation of State Medical Boards of 
the United States and that of the American Association of 
Basic Science Boards which is presented at a 1-day meeting of 
that body held in conjunction with the Annual Congress. Both 
programs cover matters of interest and information to doctors 
of osteopathy whether their practice is subject to regulation h) 
a board of medical examiners or a board of osteopathic ex- 
aminers, and whether or not their state has a basic science law. 
For example, one subject on the program of the Association 
of Basic Science Boards was entitled “The Problems of Ar- 
ranging Reciprocity for Physicians Who Have Been in Success- 
ful and Legal Practice for Years.” This subject received a 
most excellent discussion, and the problems and factors dis- 
cussed reflected the same issues which confront boards of osteo- 
pathic examiners in administering osteopathic practice acts 
Another subject on the agenda of the Association was “Rela- 
tions of Basic Science Boards to the National Board and Other 
Boards Using the Objective Type of Examinations.” Some 
boards of osteopathic examiners have under consideration the 
use of the objective type of multiple-choice, machine-graded 
examinations prepared by the Professional Examination Service 
of the American Public Health Association. The problems 
which the Basic Science Boards encounter in the use of this 
examination procedure are no different from the problems that 
boards of medical examiners or boards of osteopathic examiners 
must solve if they are to use such examinations. 

The program of the Federation of State Medical Boards 
of the United States contained one item of particular interes!, 
the report of the Committee on the Essentials of a Modern 
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Medical Practice Act, appointed at the 1953 meeting. At the 
1956 session this Committee rendered its final report, which with 
slight amendments was adopted at the business meeting of the 
Federation. From the beginning, the Committee made it clear 
that its report would apply only to members of the medical pro- 
fession. Needless to say, it was recognized that this restriction 
did not reflect the actual situation in the various states where 
medical practice acts regulate members of both the medical and 
the osteopathic professions. The report as finally adopted repre- 
sents the opinion and ideas of a majority of the boards of 
medical examiners of the United States. As clearly expressed 
in the report, “The Essentials of a Modern Medical Practice 
Act are intended to serve only as advisory to licensing agencies.” 
The report in full as adopted is published below in order that 
members of the osteopathic profession may be acquainted with 
the aspects of professional licensing considered most important 
by the Federation of State Medical Boards. 


GUIDE TO THE ESSENTIALS OF A MODERN MEDICAL 
PRACTICE ACT 


INTRODUCTION 


The Federation of State Medical Boards of the United States and its 
members, the individual state and territorial licensing agencies, have rec- 
ognized the need for a brochure containing The Essentials of a Modern 
Medical Practice Act. 

Several attempts were made by the Federation to formulate such a 
brochure until finally at the 1953 Federation meeting, a motion was 
passed authorizing the appointment of a committee to study The Essentials 
of a Modern Medical Practice Aet. The original committee was under 
the chairmanship of Dr. Bruce Underwood of the Kentucky Board with Dr. 
Homer Pearson, Florida Board; Dr. J. Earl McIntyre, Michigan Board; 
D:. Creighton Barker, Connecticut Board; and Dr. S. M. Poindexter of 
the Idaho Board. In 1954 the same committee was continued, and Dr. 
George Buck, Colorado Board, was added to the committee. The com- 
mittee was re-appointed in 1955, but on the resignation of Dr. Bruce 
Underwood as chairman and as a member, Dr. Buck was appointed 
chairman. 

For the past three years this committee has gathered material. The 
committee has tried to avoid controversial issues and recommends that 
individual licensing agencies make additional provisions based on their 
local circumstances. Brevity has been a foremost consideration. 

The recognition of a need for The Essentials of a Modern Medical 
Practice Act by the Federation is confirmed by the work of the com- 
mittee. This need stems from the study of many medical practice acts 
which show wide variation in their requirements and regulations. It is 
hoped this compendium may serve at least two purposes: 

1. To serve as a guide to those states and territories which may 
adopt a new medical practice act or may be amending existing laws. 

2. To encourage standardization of requirements and of regulations 
to better facilitate reciprocity and endorsement. 

The Essentials of a Modern Medical Practice Act are intended to 
serve only as advisory to licensing agencies. 

I. Purpose of a Medical Practice Act.— 

A general statement of policy should introduce an act and should 
emphasize the following facts: 

Recognizing that the practice of medicine is a privilege granted by 
legislative authority and is not a natural right of individuals, it is 
deemed necessary as a matter of policy in the interests of public health, 
safety and welfare to provide laws and provisions covering the granting 
of that privilege and its subsequent use, control and regulation to the end 
that the public shall be properly protected against unprofessional, im- 
proper, unauthorized and unqualified practice of medicine and from 
unprofessiona! conduct by persons licensed to practice medicine. 

IL. Definition.— 

The definition of the practice of medicine may be concisely stated as 
follows: The practice of medicine by any person shall mean the diag- 
nosis, treatment or correctien of, or the attempt to, or the helding of 
oneself out as being able to diagnose, treat, or correct any and all human 
conditions, ailments, diseases, injuries or infirmities, whether physical 
or mental, by any means, method, devices or instrumentalities. 

A. Exceptions to an Act: 

1. An act should not have application to students who have 
had training in approved schools of medicine and who are continuing 
their training and performing the duties of an interne in any hospital or 
institution maintained and operated by a state or territory of the United 
States, or in any hospital within a state or territory operating under the 
supervision of a medical staff, the members of which are licensed to 
practice medicine and which hospital is approved for internships by a 
state or territorial licensing agency. 

2. An act should net apply to the rendition of service in cases 
of emergency where no fee or other consideration is charged or received. 

3. An act should not be construed to apply to commissioned 
medical officers of the Armed Forces of the United States, the United 
States Public Health Service, and medical officers of the Veterans Ad- 
ministration of the United States, in the discharge of their official duties, 
nor to licensed physicians from other states or territories if called in 
consultation with a person licensed to practice medicine. 

B. Exclusions to an Act: The definition of the practice of medi- 
cine should not apply to a person licensed to practice a limited field of the 
healing arts which constitutes a part of the practice of medicine; and the 
provisions of an act should never be construed to affect in any manner 
the practice of the religious tenets of any church or religious belief. 

III. Recommendations on Establishment of Licensing Agency or 
Board and Its Composition.— 
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From ancient times heads of governments and legislative authorities 
granted to the professions and trades the right to license and regulate 
their own members. In more modern times, partly due to abuse and 
partly due to inaction on the part of professions and trades, this privilege 
has frequently been remeved by legislative authority. In many states 
and territories the authority is vested in non-professional political ap- 
poi with professi persons serving without authority and only 
as advisory. There is a trend to “streamline” government with the 
result that licensing boards and agencies are abolished with responsi- 
bilities placed in large, multipurpose political departments of government 
with all authority vested from without the profession. The medical pro- 
fession should insist on the privilege of licensing and regulating its 
profession with safeguards to protect the public and the individual 
physician from abuses of privilege. 

There should be established in jurisdictional governments an inde- 
pendent board or agency or within an established branch of government, 
an independent division or board, delegating to it full authority to regu- 
late itself and to carry into effect the provisions of an act. This licensing 
agency should be allowed full use of funds obtained from licensure fees 
but under the same regulations applying to other branches of govern- 
ment. The tenure of appointment to the agency should be fixed stag- 
gered terms; members should be subject to re-appointment and subject to 
removal only when guilty of mal-feasance, mis-feasance or non-feasance. 


IV. Recommendations on Licensure Requirements. — 

A board should have authority to prescribe and establish rules and 
regulations to carry into effect provisions of an act including, but with- 
out limitation, regulations prescribing all requisite qualifications of educa- 
tion, residence, citizenship, training and character for admission to an 
examination for licensure. 

A. Minimum requirements should be: 

1. That an applicant be at least 21 years of age. 

2. That an applicant be of good character. 

3. That an applicant be a citizen of the United States. 

4. That an applicant graduated from a four-year course of in- 
struetion in a medical school or college approved by the licensing agency. 

5. That an applicant satisfactorily completed a one-year intern- 
ship approved by the licensing agency. 

6. That an applicant satisfactorily passed the examination re- 
quired by the licensing agency, unless endorsement or reciprocity proce- 
dures are used. 

7. That an applicant make a personal appearance before the 
licensing agency. 

B. Fees should be determined by each licensing agency. 
C. Annual renewals should be required with discretionary au- 
thority granted to an agency when the question of competence exists. 


V. Examinations.— 
It is recommended that licensing agencies have authority to adopt 
rules and regulations to: 

A. Prescribe the subjects to be covered in the examination, the 
number of questions to be asked, the time allowed for answering them, 
the type of examinations (oral or written or both), the method to be 
used in grading questions, and such other details as may be necessary. 

B. The examination should include questions in the following 
subjects: Anatomy and its subdivisions; physiology; biochemistry; pa- 
thology; bacterielogy; pharmacology; medicine; surgery; obstetrics and 
gynecology; and pediatrics. 

C. Examinations should be given in such a way that persons 
grading the papers shall have no knowledge of the identity of an indi- 
vidual being examined. 

D. Examinations should be conducted at least semi-annually, 
provided there are applicants. 

E. A minimum grade in each subject should be 70%; and the 
minimum general average should be 75%. 


VI. Licenses Without Examination.— 

A. Endorsement: It is recommended that a licensing agency 
may issue a license by endorsement to an applicant who has complied 
with licensure requirements and who has passed an examination for a 
license to practice medicine in all its branches in any other state or 
territory of the United States, provided that the examination endorsed 
was, in the opinion of that agency, equivalent in every respect to its 
examination. 

B. Certifying Agency Examinations: A licensing agency may in 
its discretion endorse an applicant who has complied with licensure re- 
quirements and who has passed an examination given by a recognized 
certifying agency approved by the licensing agency, provided such ex- 
amination was, in the opinion of the agency, equivalent in every respect 
to its examination. 

C. Reciprocity: The licensing agency might in its discretion 
enter into reciprocal agreements with the licensing agencies of other 
states or territories providing for the mutual recognition of licenses 
issued by each state or territory without requiring licentiates to submit 
to further examination. 

D. Temporary and Special Licenses: It may be desirable to 
make provision for temporary and special licenses to be in effect in the 
interval between licensing agency meetings and in order to meet specific 
needs. 

VII. Grounds for Suspension and Revocation of Licenses.— 

To promote more satisfactory endorsement and reciprocity between 
the several states and territories, mutual understanding on the grounds 
for suspension and revocation of licenses is necessary. 


A. The following charges are recommended: 

1. The use of any false, fraudulent or forged statement or 
document, or the use of any fraudulent, deceitful, dishonest or immoral 
practice, in connection with any of the licensing requirements. 

2. The performance of an unlawful abortion or assisting or 
advising the performance of any unlawful abortion. 

3. The commission or conviction of a felony. 

4. Becoming addicted to a drug or intoxicants to such a degree 
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as to render the licensee unsafe or unfit to practice medicine and surgery. 

5. Sustaining any physical or mental disability which renders 
the further practice of medicine dangerous. 

6. The performance of any dishonorable, unethical or unpro- 
fessional conduct likely to deceive, defraud or harm the public. 

7. The use of any false or fraudulent statement in any docu- 
ment connected with the practice of medicine. 

8. Knowingly performing any act which in any way assists an 
unlicensed person to practice medicine. 

9. Violating or attempting to violate, directly or indirectly, 
or assisting in or abetting the violation of or conspiring to violate any 
provision or terms of a medical practice act. 

10. In case any person holding a license to practice medicine 
shall by any final order or adjudication of any court of competent juris- 
diction be adjudged to be mentally incompetent or insane, the license 
should automatically be suspended by the licensing agency, and anything 
in the act to the contrary notwithstanding, such suspension should con- 
tinue until the licentiate is found or adjudged by such court to be re- 
stored to reason or until he is duly discharged as restored to reason in 
any other manner provided by law. 

11. The practice of medicine under a false or assumed name. 

12. The advertising for the practice of medicine in any un- 
ethical or unprofessional manner. 

13. Obtaining a fee as personal compensation or gain for an 
employer or for a person on fraudulent representation that a manifestly 
incurable condition can be permanently cured. 

14. The willful violation of privileged communication. 

VIII. Definition of Unlawful Practice of Medicine and Violations 
and Penalties.— 

It should be unlawful for any person to do or perform any act 
which constitutes the practice of medicine as defined without first having 
obtained a license to practice medicine. 

It is recommended that a person, corporation or association which 
violates the provisions of a medical practice act or an officer or director 
of a corporation or association causing or aiding and abetting such vio- 
lation, shall be deemed guilty of a felony, and upon conviction thereof 
shall be punished by imprisonment for a term not exceeding two years 
or by a fine not exceeding $1000.00 or by both such fine and imprison- 
ment. 

IX. Proceedings for Revocation and Suspension.— 

It is recommended that a procedure be enacted placing full au- 
thority in a licensing agency. An agency should have discretion con- 
cerning probation, suspension and revocation. The findings of an agency 
should be subject to review by courts, but the courts’ authority should be 
limited to sustain or reverse a decision, not to modify. 

X. Injunction Clause.— 

Such a clause is recommended to institute proceedings against un- 
lawful practice. An agency should maintain a suit for injunction against 
any person, corporation or association and the officers and directors 
of any such corporation or association, violating the provisions of a 
medical practice act. Any such person, corporation or association and 
the officers and directors thereof so enjoined should be punished for 
contempt for violation of such injunction by the court issuing the same. 
An injunction should be issued without proof of actual damage sustained 
by any person. An injunction should not relieve a person, corporation 
or association, nor the officers or directors thereof from criminal prose- 
cution for violation of the medical practice act. 

XI. Rules and Regulations to be Adopted by Licensing Agencies.— 

A Medical Practice Act should authorize each licensing agency to 
adopt rules and regulations to carry into effect the provisions of its 
medical practice act. 


CLARIFICATION 


The last paragraph beginning in column 1, page 231 of the 
article, “The Value of Occupational and Osteopathic Manipula- 
tive Therapy in the Rehabilitation of the Cerebral Palsy Vic- 
tim,” by Beryl E. Arbuckle, D.O., in the December, 1955, 
JourRNAL, read as follows: 

The following lists the procedures of cranial diagnosis. in the above 
sequence: (1) The head should be anterior and to the left on the atlas. 
(2) Flexion of the sphenobasilar and sidebending rotation to the left 
should be performed. (3) Posterior divergence of condylar parts should 
be noted. (4) Anteroposterior crowding of the base, particularly on the 
right, should be looked for. (5) Flexion of*the occipital hinge must be 
performed. (6) It should be noted if the occipital squama is flattened 
and rotated to the left. (7) Bilateral posterior and superior mastoid 
buckling should be looked for. (8) Any overriding of the coronal and 
lambdoid sutures must be noted as well as whether or not the parietals 
are over both occipital and frontal bones. (9) Depression of the nasion 
should be looked for. 

Letters from readers indicate that confusion has arisen on 
the interpretation of the paragraph. Dr. Arbuckle points out 
that the original intent of the paragraph was not the listing of 
procedures of diagnosis but rather to illustrate a diagnosis in 
the sequence given in the paragraph preceding the one in ques- 
tion. Dr. Arbuckle invites correspondence with those interested. 
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HAZARDS OF CORTICOTROPIN AND CORTISONE THERAPY 
IN PATIENTS WITH HYPERCHOLESTEREMIA 


Citing 4 patients, aged between 38 and 52 years, David 
Adlersberg, M.D., and his coworkers discuss thromboembolic 
accidents that occurred in the course of treatment with cortico- 
tropin or the cortisones for various illnesses. Their report ap- 
pears‘in The Journal of the American Medical Association, 
December 13, 1956. 

Although the serum level of cholesterol was elevated in 
each instance, clinical evidence of pre-existing cardiovascular 
disease was found in only one. A study of 3 cases indicated that 
hypercholesteremia was a familial trait. The authors were of 
the opinion that the hypercoagulability induced by cortico- 
steroids, when superimposed on vascular disease that sometimes 
accompanies the metabolic error, acted synergistically to predis- 
pose the patient to thromboembolic phenomena. They therefore 
advised cautious administration of steroid therapy to patients 
in whom hypercholesteremia had been observed, and suggested 
prophylactic administration of anticoagulants in some instances 
but warned against the dangers of anticoagulants. A fifth case 
illustrates the advisability of anticoagulant therapy. A 52-year- 
old man in the nephrotic stage of glomerulonephritis was given 
anticoagulants in conjunction with hormonal therapy. Simul- 
taneous administration of the steroids kept him free from at- 
tacks of crushing, severe chest pains, which appeared, however, 
as soon as cortisone was given without the anticoagulants. 


THE DIFFERENTIAL DIAGNOSIS OF CHRONIC COUGH 
IN THE AGED 


Aaron Arkin, M.D., discusses some of the more important 
causes of chronic cough in the aged person in The Medical 
Clinics of North America, January, 1956. 

Emphasizing that the lungs are more exposed than any 
other organ of the body to adverse environmental influences, 
which produce organic changes in the bronchi, the alveoli, and 
the pulmonary blood vessels, the author enumerates the diseases 
to be considered in diagnosing the chronic cough of the aged 
person. They are chronic bronchitis, bronchial asthma, pulmon- 
ary tuberculosis, bronchiectasis, pneumoconiosis, pulmonary 
emphysema, bronchogenic carcinoma, cardiac decompensation, 
abscess of the lung, fungous infections, aortic aneurysm, and 
mediastinal tumors. The aged lung cleanses itself poorly by 
coughing, because of diminished muscle tone, sensitivity to 
stimuli, and speed of reflex action. Diagnostic clues to the 
cause of the cough may be found in the quantity and quality of 
the sputum and by careful bacteriologic and microscopic study. 

Chronic bronchitis, one of the commonest ailments of the 
aged, is often accompanied by bronchiectasis, emphysema, and 
asthma. The bronchial mucosa becomes atrophic or hyper- 
trophic, and some fibrosis of the bronchial wall may be ex- 
pected. Bronchial elimination is impaired and narrowing and 
obstruction may cause bronchiectasis, fibrosis, emphysema, or 
lung abscess. The pneumonia that complicates acute or chronic 
bronchitis is often so insidious in its progress that it is over- 
looked. A careful examination of the sputum and roentgen 
films will narrow the diagnosis to something more specific. 

Bronchial asthma may result from hypersensitivity to plant 
pollens after the age of 40, but asthma rarely appears in a pa- 
tient 60 years of age or more, unless previous allergic manifesta- 
tions have been noted. Asthma should not be diagnosed until 
all other causes of dyspnea and wheeze have been excluded. 

Hemoptysis may be the first manifestation of pulmonary 
tuberculosis or bronchogenic carcinoma in the person over 50. 
In the aged, pulmonary tuberculosis is a chronic, slowly pro- 
gressing disease, often with no other symptom but cough. 
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Bronchiectasis results from senescent changes in the res- 
piratory tract, usually involving the bases of the lungs. The 
chief symptoms are cough and expectoration, often with club- 
bing of the fingers and toes and sometimes with pulmonary 
osteoarthropathy. Proper drainage and antibiotic therapy at an 
early stage may prevent the development of lung abscess. Ac- 
curate diagnosis may be established by means of bronchography. 


One of the commonest pulmonary abnormalities in the pa- 
tient of 50 or more is fibrosis, stemming from silicosis caused 
by the inspiration of dust particles. Pulmonary emphysema is 
also common in older people with asthma, chronic bronchitis, 
and cough. Diagnosis depends on the shape of the chest, ex- 
piratory dyspnea, distress, and cyanosis and the exclusion of 
pneumothorax, pulmonary tuberculosis, coronary occlusion, or 
cardiac disease with decompensation. 


Bronchogenic carcinoma is often masked by its complica- 
tions or the extrapulmonary manifestations, yet four-fifths of 
all such cancers are detectable and the rest may be suspected 
on the basis of roentgenographic studies. Bronchogenic carci- 
noma is one of the most important pulmonary diseases of the 
patient past 40. It must always be suspected when lung abscess, 
recurrent or chronic pneumonia, empyema, bronchiectasis, and 
pulmonary shadows which cannot be specifically explained are 
disclosed. The symptoms are cough, pain, expectoration, dyspnea, 
and wheeze. 


Passive pulmonary congestion is an important cause of 
chronic cough in the aged and results from decompensation or 
failure of the left ventricle. The symptoms are dyspnea on 
exertion, orthopnea, cyanosis, and cough, particularly after 
exertion. Roentgen study and chest examination will disclose 
pulmonary congestion, particularly when such evidences of heart 
disease as hypertension, cardiac enlargement, valvular disease, 
or coronary insufficiency accompany it. 


LABORATORY AIDS IN THE DIAGNOSIS OF 
PEDIATRIC PROBLEMS 


Old and new laboratory procedures which are of practical 
value in diagnosing illness in an infant or child are reviewed 
and appraised by Paul R. Patterson, M.D., in the New York 
State Journal of Medicine, February 15, 1956. 


Because the child is unable to describe his complaints and 
to cooperate in physical examinations, diagnosis becomes par- 
ticularly difficult unless the physician relies on laboratory proce- 
dures, bearing in mind also that the normal values in children 
differ considerably from those in adults. 


For urinalysis, methods of collecting specimens are de- 
scribed, factors affecting the color are discussed, and attention 
is called to the causes of various types of odor noted in infant 
specimens. A rapid screening test for cystinosis and Fanconi’s 
syndrome is outlined, and hasty diagnosis of nephritis or 
nephrosis when albumin is observed in the urine is warned 
against. The author cautions that intermittent proteinuria is 
not uncommon in children and stresses that in order to detect 
pronounced albuminuria, acetic acid must be added to the speci- 
men before it is boiled. Various causes of glycosuria noted 
in single routine examinations are discussed, with special atten- 
tion to galactosuria or von Gierke’s disease. Diabetes in chil- 
dren is not treated solely on the basis of the amount of glucose 
in the urine. The urine test for lead poisoning is described, and 
the routine performance of the ferric chloride (Gerhardt) test 
on infant urines is recommended for detecting acetone bodies, 
salicylate poisoning, phenylpyruvic oligophrenia, alcaptonuria, or 
melanosarcoma. 


With respect to spinal taps, the author describes a method 
to establish the ratio of leukocytes to erythrocytes, to measure 
total protein, and to perform a semiquantitative test for glucose 
levels in the spinal fluid as well as the diseases which the 
Various results signify. Stressing the pronounced variation in 
differential and total count of red and white blood cells prevail- 
ing during the first year and a half of life, the author points 
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out that lymphocytosis is normal from the second week of life 
to the age of 2. Discussing neutropenia or lymphopenia, he 
warns against diagnoses of leukemia, infectious mononucleosis, 
or infectious lymphocytosis in children on the basis of differen- 
tial counts of blood cells. For jaundice that persists a month or 
longer in the small infant, a test for the patency of the bile 
ducts is described as are a nasal smear that will confirm the 
presence or absence of measles and methods for differentiating 
celiac disease and sprue from pancreatic fibrosis or pancreatic 
insufficiency. 

Every test, the author emphasizes, serves as an aid to diag- 
nosis and should therefore not be dismissed as a routine pro- 
cedure. 


POSTOPERATIVE HYPOPARATHYROIDISM 


An incidence of 3 per cent of cases of clinical tetany fol- 
lowing thyroid operations performed for thyrotoxicosis, carci- 
noma, or thyroiditis in two separate series led to a review of 
parathyroid deficiency by Joseph A. Buckwalter, M.D., and his 
associates, which is presented in Surgery, Gynecology and Ob- 
stetrics, December, 1955. 


In the authors’ series are fifty patients with surgically in- 
duced hypoparathyroidism for whom basic background material 
relevant to the disorder is reviewed. Symptoms and signs in 
these patients and clinical considerations of diagnosis, treatment, 
and course are presented. 


The full importance of continuing long-term follow-up of 
patients with this disorder is stressed, and the suggestion is 
made that its importance has not been generally recognized. 
Later irreversible sequelae, including cataract, convulsive dis- 
orders, and mental deterioration, can occur in the presence of 
continuing uncontrolled hypoparathyroidism even though the 
patient has none of the common clinical stigmas of the disorder. 
In order to avoid these late sequelae, alertness in diagnosis and 
enlightened management with constant and continued vigilance 
are necessary. 


The dangers of poor control and means of circumventing 
these dangers must be explained to the patient. 


CLINICAL TRIAL OF THE PENN TEST FOR CANCER 


Robert A. Blossom, M.D., and his coworkers studied 1,309 
serums of hospitalized patients, people under treatment in out- 
patient clinics, blood bank donors, medical students, and hospital 
employees in order to evaluate the efficacy of the Penn serofloc- 
culation test. The study and its results are described in Cali- 
fornia Medicine, February, 1956. 


The same questionnaire as was used by the Penn group 
was used in this study. On the basis of the information record- 
ed on the questionnaires, the patients were grouped into normal, 
nontumor, benign tumor, malignant tumor, and unknown cate- 
gories. The unknown category consisted of 175 cases in which 
information about the patient was inadequate. The 1,134 serums 
that remained were drawn from 1,113 persons and 21 additional 
specimens were drawn from 17 other patients. Histologic study 
confirmed malignant disease in 282 and benign tumor in 137. 
The procedures of the Penn group were followed exactly. 


No evidence was found that the Penn test is clinically 
useful either in differential diagnosis or as a screening method 
to detect cancer. Studies of the flocculation titer or serums 
which yielded positive results in the Penn test were made, and 
incidental observations of the reproducibility of the test were 
also made. This study indicated a need for further study of 
the mechanism that produces positive Penn reactions and for 
improving the test technologically before further clinical evalu- 
ations are undertaken. 
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Books for review which were received during the period 
from February 5 to March 5 are listed on advertising page 88. 
Reviews of these books will be published as space permits. 


ATOPIC DERMATITIS. Edited by Rudolph L. Baer, M.D., Asso- 
ciate Professor of Clinica] Dermatology and Syphilology, New York Uni- 
versity Post-Graduate Medical School. Cloth. Pp. 112, with illustrations. 
Price $2.50. New York University Press, distributed by J. B. Lippincott 
Co., East Washington Square, Philadelphia 5, 1955. 


This is one of the series known as Practitioner’s Pocket 
Books. The name implies its pocket size, but should not deceive 
one as to its quality, as it is one of the most thought-provoking 
dermatologic books published in recent years. Careful reading, 
which the book deserves, does two things for the reader: it 
gives him a comprehension of present-day thinking on a very 
complicated dermatosis and it offers assurance that he is not 
alone with his problems in treating the disorder. 


The content must be digested mentally in order to realize 
its worth. Particularly interesting is the fact that it emphasizes, 
as does the osteopathic approach, that it is the patient who has 
the disease and not the disease that has the patient. Further, 
it is gratifying to read that at least one of the five authors who 
contributed to the book is attempting to combat the current 
emphasis on the psychosomatic concept of atopic dermatitis. 


In a refreshing manner, the five authors who contributed 
to the book do not agree in all respects. The book should have 
a wide appeal to physicians in general practice as well as for 


pediatricians and dermatologists. 
A. P. Uxsricu, D.O. 
D. Koprince, D.O. 


OBSTETRICAL ANESTHESIA. Its Principles and Practice. By 
Bert B. Hershensen, M.D., Director of Anesthesia, Boston Lying-in 
Hospital; Clinical Associate in Anesthesia, Harvard Medical School. With 
a Foreward by Frederick C. Irving, M.D., William Lambert Richardson 
Professor of Obstetrics, Emeritus, Harvard University. Cloth. Pp. 403, 
with illustrations. Price $9.50. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1955. 


The challenge of making the period of childbirth safer for 
mother and child exists for all interested physicians. The devel- 
opment of better obstetric analgesia and anesthesia has con- 
tributed greatly to more conservative management of labor and 
delivery. In this book, which is the only really complete text on 
obstetrical anesthesia which has come to the reviewer’s attention, 
Dr. Hershenson meets the challenge. 


Basic physiology and pharmacology as applicable to obstet- 
rical practice are stressed. For the reviewer, who is an ardent 
proponent of inhalation anesthesia, but who is not a “one agent 
anesthesiologist,” it was refreshing to read the statement on 
page 216, “No other anesthetic procedure can approach inhala- 
tion anesthesia in the retrievableness of the anesthetic agent 
without residual nerve or tissue injury.” One must remember 
that inhalation anesthesia is the technic of choice at the Boston 
Lying-in Hospital. 


The text encompasses almost the whole of anesthesia and 
places stress on the teamwork essential for good obstetrics. 
There is worth-while repetition of such statements as “The de- 
gree of increased margin of safety for the obstetrical patient is 
more influenced by the availability of well-trained professional 
personnel and good obstetrical teamwork, rather than the never 
ending search for newer . . . anesthetic agents.” 


Chapter IV on premedication and Chapter VI on respira- 
tory and circulatory derangements are outstanding, especially 
so because of the emphasis on basic physiologic and pharmaco- 
logic principles. The author’s use of apomorphine hydrochloride 
in a subemetic dose is most interesting. 


The reader is left with the impression that reduced maternal 
and fetal mortality can be realized, not because any one method 
is superior to another, but because properly utilized methods hy 
trained individuals lead to safer deliveries. 


This book should be in the library of every practicing obste- 
trician, the general practitioner who does obstetrics, and of 


course the anesthesiologist. 
A. A. GoLpen, D.O. 


A DOCTOR’S BOOK OF HOURS. Including Some Dimensions 


of the Emotions. By Merrill Moore. Cloth. Pp. 397. Price $6.00. 
oo C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, I1I., 
1955. 

The significant thing about this book is at an opposite pole 
from the comment on the dust cover which cites its author as a 
rare phenomenon that occurs once in a hundred years, “the 
combination of a physician and a poet,” carrying the inference 
that Merrill Moore, physician and practicing psychiatrist, pro- 
fessor of medicine, and author of scientific articles, is another 
John Keats, Robert Bridges, William Carlos Williams, or even 
Oliver Wendell Holmes—physicians all. It seems unlikely that 
Dr. Moore makes such claim for himself. 


If this volume of verse represented the best in poetry, it 
would have little appeal for the American doctor, who is not 
drawn to poetry, either classic in form or the sophisticated 
imagistic writing of the modern poet. This volume, on the con- 
trary, should have a fascination for doctors—and intelligent 
persons of any vocation—for it illustrates quite perfectly the 
real function of art and particularly the art of creative writing 
as it bears fruit in verse, that is, self-expression. It is only 
through art that the individual becomes more than a category, 
transcending his occupation to free the creative urge implicit in 
the human being. The primal need for self-expression does not 
necessarily find its outlet in poetry—it can be painting, music, 
design, carving, productive activities by which life is not held 
in bonds, but through which the emotions are given a spillway. 
The thing that Dr. Moore has done well is to show how simply 
and naturally everyday experience can incarnate itself in poetry, 
giving meaning to that most difficult of all the arts, the art of 
living. Thus, all men should be artists; and this is the lesson 
one man’s years of writing, not great poetry, but verse in which 
he has ploughed back his life experiences until they have borne 
fruit for other men that they might be encouraged to do like- 
wise. And what this expression has meant to him, the author 
has said in one line of his verse: “Thank you for unburdening 
my heart.” 


HERNIA: The Pathologic Anatomy of the More Common Hernias 
and Their Anatomic Repair. By Chester B. McVay, M.D., Ph.D., Clin- 
ical Professor of Surgery and Associate Professor of Anatomy, The 
University of South Dakota School of Medical Sciences; Surgeon, The 
Yankton Clinic, Yankton, South Dakota. Cloth. Pp. 40, with illustra- 
tions. Charles C Thomas, Publisher, 301-327 East Lawrence Ave., Spring: 
field, Ill., 1954. 


This is a brief, simple presentation of the pathologic anat- 
omy of hernias and surgical procedures suitable for their repair. 
For the sake of brevity only one type of operation is described 
for each type of hernia, obviously the one that the author feels 
is the operation of choice. This has the effect of materially 
reducing the size of the book and making it less confusing, and 
its obvious drawbacks are defended by the author on the ground 
that descriptions of other type of surgeries are widely avail- 
able and easily found when wanted. It is his opinion, shared by 
this reviewer, that the existence of so many varieties of surgi- 
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cal procedures aimed at the same purpose indicates that some- 
thing is definitely wrong with most of them. The use of the 
inguinal ligament as the anchoring structure in inguinal and 
femoral hernias has been omitted completely. The author con- 
cedes that many surgeons will consider this a serious omission, 
but argues that it has no factual basis in anatomy and, since 
descriptions of the operation are easily found elsewhere, he is 
under no obligation to describe a technic that he thinks is 
anatomically unsound. 


The book is carefully designed so that the illustrations and 
text occupy the same relative positions on facing pages. The 
writing is good and the illustrations are well reproduced. The 
book should be of definite value to surgeons, particularly those 
just beginning to learn hernia repair, but the one-technic-per- 
hernia approach is bound to cause dissension among surgeons 
who do not agree with the author as to what technic is the one 
of choice. 


CHRONIC ILIAC PAIN IN WOMEN. By H. B. Atlee, M.D., 
F.R.C.S. (Ed. & Can.), F.1.C.S., Head of the Department of Obstetrics 
and Gynecology, Dalhousie University, Halifax, N.S., Canada. Cloth. 
Pp. 65, with illustrations. Price $2.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Ave., Springfield, IIl., 1953. 


As its title implies, this monograph deals with what can be 
one of the most perplexing problems encountered by the prac- 
ticing physician. It starts with the presenting complaints and 
develops an excellent discussion of the widely divergent condi- 
tions that may underlie them. The subject is considered from 
a thoroughly practical point of view. Valuable light may well 
be shed on this common problem by gathering the many and 
varied etiologies together so that they may be considered with- 
out the reader’s having to run the gamut of the medical library. 
The author feels that entirely too much surgery is being done 
on women suffering from this complaint, and makes a valiant 
effort to keep these unfortunate women from having to undergo 
what he considers useless and unnecessary procedures. His 
writing is always interesting and frequently entertaining, and 
he is to be complimented for having presented his views force- 
fully while avoiding pontification. The book should be valuable 
to any practitioner whose practice includes adult females. 


CANCER CELLS. By E. V. Cowdry, Director, Wernse Cancer Re- 
search Laboratory, Washington University, St. Louis; formerly Presi- 
dent, American Association for Cancer Research and Fourth Interna- 
tional Cancer Research Congress. President, American Gerontological 
Society and Second International Gerontological Congress. Cloth. Pp. 
677, with illustrations. Price $16.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1955. 


This book is not, as might be supposed, an atlas of cancer 
cells, but rather a discussion of what is now known about can- 
cer cells and the factors related to them. It is an extended essay 
about the factors that inhibit, incite, or modify cancers and 
about cancer as a disease. Frequent use is made of experimental 
cancer to illustrate points, but the author has successfully re- 
sisted the temptation to project these findings to the disease as 
it appears in humans. In his preface, the author confesses to 
several weaknesses in ability and training, but whatever their 
importance may be to him, they do not materially hamper his 
book and are most unlikely to become apparent to the reader. 


_ Cancer cells are discussed from almost every conceivable 
point of view, including their morphology, abnormalities, loss 
of special functions and regulation of cellular multiplication, 
spread to other parts of the body, survival, and chemistry. Un- 
familiar terminology is adequately defined, and terms are used 
with admirable precision and lack of ambiguity. 


The text is clear and readable, and the entire discussion is 
thoughtful and responsible. The book is attractive in appear- 
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ance, the illustrations are well executed, and the indexing is 
well done. An extensive bibliography is supplied for those who 
wish to do further reading on the subject. In general, the book 
should be most helpful to anyone who has a serious interest in 
the subject of cancer. 


THE RELIEF OF SYMPTOMS. By Walter Modell, M.D., 
F.A.C.P., Associate Professer, Clinical Pharmacology, Cornell Univer- 
sity Medical College. Cloth. Pp. 450. Price $8.00. W. B. Saunders 
Company, West Washington Square, Philadelphia 5, 1955. 


The present-day emphasis on treating “causes” has made 
symptomatic treatment seem almost immoral, so it is refreshing 
to see a book openly and obviously dedicated to the relief of 
symptoms. Fortunately, the author is well aware that treating 
the symptoms of a condition, while important, is by no means 
the same as actually treating the condition. He also expresses 
his concern with the possibility that successful symptomatic 
treatment can mask a problem to the point that it is able to 
progress to a stage where it is no longer amenable to therapy. 


It is the dual thesis of this author, with which most prac- 
ticing physicians will doubtless agree, that the relief afforded 
the patient by symptomatic treatment makes such treatment im- 
portant despite the drawbacks associated with its improper use 
and that the successful relief of troublesome symptoms is not 
always easy. The book contains an excellent and important 
section devoted to placebo action, as well as well-developed dis- 
cussions of symptoms in general and in particular. 


The book is clearly written and is often entertaining. The 
format is attractive and readable. It should be of definite help 
to the practicing physician, who is certain at times to be at a 
loss for acceptable ways to make his patient comfortable. 


HIGH BLOOD PRESSURE. By George White Pickering, M.A., 
M.B. (Cantab.), M.D. (Ghent), F.R.C.P., Professor of Medicine in the 
University of London; Physician to St. Mary’s Hospital, London. Cloth. 
Pp. 547, with illustrations. Price $9.50. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1955. 


Hypertension is becoming increasingly important to the 
physician because as more people enter the older age groups the 
condition tends to be seen more frequently. Further, the general 
public has become aware of the problem and is demanding that 
something be done about it. Practically everything presently 
known about the subject that is of interest to the practicing 
physician is at least mentioned in this book. 


At least half of the text is given over to presenting an 
extensive background discussion of the factors underlying or 
related to hypertension. This includes the diurnal variations in 
arterial pressure, responses to environmental changes, physi- 
ologic aspects of arterial pressure, experimental hypertension, 
the role of inheritance, environmental factors, and other such 
factors, and many other things associated with the condition. 
There is also an excellent discussion of the problem of differ- 
entiating between “normal” and “high” blood pressure, together 
with a fairly extensive presentation of the classification of 
hypertension. 


Following the background material, diagnosis, prognosis, 
and treatment are discussed thoroughly and well, with both 
theoretical and practical considerations included. Treatment, 
which covers the newest methods available as well as some of 
the older standbys, is not restricted to mere discussions of drugs 
and surgical technics, but also takes in considerations of factors 
affecting the “whole patient.” The complications associated with 
hypertension, such as kidney and arterial involvements, are also 
discussed. The practical material, particularly if covered by the 
reader after the more theoretical background material, is suffi- 
cient to provide him with an excellent understanding of hyper- 
tension in the light of the present-day knowledge. A careful 
study of the theoretical portions of the text will provide the 
physician with insight into the reasons for the therapy he is 
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using. This, in turn, will make him better able to adjust treat- 
ment intelligently without constant reference to dosage tables, 
although some use of them as a supplement to the text may be 
necessary. 


The general format of the book is attractive and the writ- 
ing is most readable. The policy of printing the reading matter 
on a comparatively dull-finished paper while using highly glossy 
paper only for the illustrations, with which the book is well 
provided, has much to recommend it; it certainly makes reading 
less of a strain. An excellent bibliography is appended, and in- 
dexing is thorough and sufficient for any practical purpose. In 
all, the book should serve well either for reading or as a ref- 
erence work. 


SUPRAPUBIC PROSTATECTOMY. With Primary Closure of 
the Bladder by an Original Method. Preparation, Technique, and Post- 
Operative Treatment. By Univ.-Prof. Dr. Theodor Hryntschak, Late Di- 
rector, Urologischen Abteilung der Wiener Stadtischen Allgemeinen 
Poliklinik. Authorized translation by Noble S. R. Maluf, M.S., M.D., 
Ph.D., Chief of Urology, Surgical Service, Veterans Administration Hos- 
pital, Houston, Texas; Assistant Professor of Urology, Baylor University 
College of Medicine; Member, American Physiological Society; Member, 
Society for Experimental Biology and Medicine. (Completely Revised) 
Cloth. Pp. 187, with illustrations. Price $8.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Ave., Springfield, Ill., 1955. 


The man who is sufficiently versed in surgery to benefit 
from this book at all will probably gain from it all he needs 
to know about the technic it describes. The distinctive feature 
of the technic discussed here is primary closure of the bladder 
and suture-hemostasis at the prostatic fossa. This permits earlier 
ambulation of the patient and much earlier removal of the in- 
dwelling catheter than can be accomplished with most methods 
of prostatectomy. 


All phases of the care of the patient are considered, in- 
cluding preoperative and postoperative care, anesthesia, selection 
of procedure of choice for a given patient, and cardiovascular 
evaluation before surgery. The difficulties that may arise from 
erroneous technic at almost all points of the operation are dis- 
cussed. There is also individual summarization of 100 cases in 
which the operation was used, so that the surgeon may evaluate 
the method from a clinical point of view before using it in his 
own practice. 


The original manuscript was written in German, but the 
translation into English has been done so well and smoothly 
that few oddities of writing construction remain to either puzzle 
or divert the reader. The preparation of the book is excellent, 
and indexing is sufficiently detailed for all practical purposes. 
The book will probably receive little attention from anyone 
other than those who may wish to perform this particular type 
of surgery, but it should be of definite value to them. 


Former Professor of Pathology, Western Reserve University; Medical 
Research Advisor to the Surgeon General of the United States Navy. 


HUMAN PATHOLOGY. By Howard T. Karsner, M.D., 


Ed. 8. Cloth. Pp. 960, with illustrations. Price $15.00. J. B. Lippin- 


cott Company, East Washington Square, Philadelphia 5, 1955. 


This is the eighth edition of one of the standard works in 
the field of pathology, the first edition having appeared in 1926. 
The continued advances made in the biomedical sciences have re- 
quired much new material to be included since the previous 
revision of the book in 1949. Some sections of the text have 
been completely rewritten and others less completely modified 
by lighter revision and insertion of new material. 


Among the numerous changes made, some of the more im- 
portant are discussions of cortisone and ACTH, hyaluronidase, 
and the physicochemical properties of collagen in the considera- 
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tion of inflammation; grafting of blood vessels; air embolus; 
and shock, both surgical and electrical. The chapter on the 
nervous system is among those completely rewritten. The chap- 
ter on the eye has been changed so that it includes toxoplasmo- 
sis, irradiation injury, and retrolental fibroplasia. New material 
has been added concerning abnormal porphyrins, hemoglobins, 
and other pigments. The discussions of virus and mycotic prob- 
lems have been enlarged. Extensive revision of the material 
concerning the skin has been accomplished. 


The book is attractive, and well-reproduced illustrations 
have been used liberally to good effect. The material is definite- 
ly readable, but the book is obviously intended more for teacli- 
ing and reference than for straight reading. Extensive biblicy- 
raphies are included with each chapter. It would appear that 
indexing could have been more thorough, but it is thorouch 
enough for most purposes. In general, a worthy text on the 
subject of pathology. 


Physiology, Pharmacology, Pathology. 
By Jacques Roskam, M.D., Professor of Internal Medicine, University 
of Liege, Belgium. Cloth. Pp. 71. Price $2.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Ave., Springfield, Ill., 1954. 


ARREST OF BLEEDING. 


This is not a treatise on the treatment of hemorrhage, but 
rather a discussion of the mechanisms of spontaneous hemosta- 
sis and the factors that affect them. These are discussed most 
readably in illuminating detail. There is little attempt to set 
forth immediately practical applications of the material dis- 
cussed, but such applications will suggest themselves to the 
thoughtful reader. The author is Professor of Internal Medi- 
cine at the University of Liege, so presumably English is not 
his native tongue, and there are places in the text where usage 
tends to vary from that of a man whose native tongue is Eng- 
lish, but they are few and entirely unobjectionable. A list of 
references is appended, but the book is not indexed. This is not 
as unfortunate as it may seem as the book is obviously intended 
for reading rather than for reference. It should possess consid- 
erable value for any physician or surgeon, but more particularly 
the surgeon. 


THE AMERICAN DRUG INDEX. By Charles O. Wilson, Ph.D, 
Professor of Pharmaceutical Chemistry, College of Pharmacy, University 
of Texas, and Tony Everett Jones, M.S., Instructor of Pharmaceutical 
Chemistry, College of Pharmacy, University of Colorado; Director of 
Pharmaceutical Research, Carbisulphoil Company. Cloth. Pp. 576. Price 
$5.00. J. B. Lippincott Company, East Washington Square, Philadelphia 
5, 1956. 
With the enormous increase in drugs, drug combinations, 
and brand names that has occurred in the past several years, 
the problem confronting the physician is often acute. He may 
know exactly what he wants to prescribe, but not know tlie 
name under which it can be found. This book has made a note- 
worthy and largely successful attempt to provide a remedy tor 
the situation. 


Names of drugs in common use in this country are ar- 
ranged alphabetically and cross-indexed by generic, brand, and 
chemical names as well as any official names or commonly used 
synonyms by which they are known. Mixtures are listed under 
the names of each of their components, so that such items can 
be found if any component of the preparation is known to ‘he 
user of the book. The listing appears to be remarkably com- 
plete, and the extensive cross-indexing greatly enhances its 
usefulness. The names of firms that market preparations «are 
also included in the listing. The book should be tremendously 
helpful to almost every physician or surgeon. 
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Hypertension 


rue RE: VERAPENE 


Wilkins, R. W., and Judson, W. E.: New England Jrl. of Medicine 248:48, 1953 
*‘Rauwolfia serpentina, when given alone has duplicated 
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essentially the results reported by others, and when 

given in conjunction with other hypotensive agents, 
notably hydrazinophthalazine, or Veratrum viride, has 
appeared to exert a remarkable additive, if not synergistic 


hypotensive effect.” 


Wilkins, R. W.: Mississippi Doctor 30:359, 1953 
“Combinations of drugs for the treatment of essential 
hypertension are more effective than any one drug alone.” 
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Practical Management of Disorders of the 
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By Joun Russett Twiss, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, New York University Post-Graduate Medical School 


and OpPpENHEIM, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, New York University Post-Graduate Medical School 


Doctors who want a sound and authoritative guide 
in the diagnosis and management of commonly 
met disorders of the liver, pancreas and biliary tract 
will find it in this comprehensive book. Although 
the gallbladder and extrahepatic ducts, liver and 
pancreas are considered separately, the importance 
of clinical integration is stressed throughout. A 
fundamental purpose of the book is to facilitate and 
correlate diagnostic procedures and appropriate 
methods of management. 


653 Pages. 
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rie RE: VERAPENE 
Wilkins, R.W.: Medical Clinics, North America 37:1303, 1953 

‘‘Rauwolfia is certainly a valuable addition to our 
armamentarium against hypertension, not so much because 
it is a powerful or striking hypotensive agent... 
as because it is our most effective symptom reliever, and 
because it acts very well with other more 
powerful drugs.” 


Duncan, Garfield G.: Philadelphia Medicine 51:24, 1956 


“Either 1.0 mg. of the (Rauwolfia) alkaloid or 100 mg. 
of the crude root each evening or b.i.d. may suffice, 
but if the hypertension is not adequately controlled, 
Veratrum viride may be added.” 
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Think of the convenience of a power com- 
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husbands and wives on scientific methods of child- 
spacing. Because of the doctor’s knowledge, skill, and 
experience, healthful parenthood goals are being achieved 
. .. earning for the doctor respect for his judgment and 
gratitude for this contribution to richer family life, 
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‘Functional vomiting 
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from organic vomiting. Grave 
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Progesterone Treatments? 
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mode of Progesterone administration that assures complete patient cooperation 
FREE of the dread of Progesterone injection pain. Research shows Proges- 
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RESEARCH REFERENCES 
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10 mgs. per ce PROVAGESTRONE NO. 1 20 mgs. each 

25 mgs. per cc PROVAGESTRONE NO. 2 50 mgs. each 

50 mgs. per cc PROVAGESTRONE NO. 3 100 mgs. each 

100 mgs. per cc PROVAGESTRONE NO. 4 200 mgs. each 

PRICES 

JARS OF 12 PROVAGESTRONES NO. 1 ( 20 mgs. Progesterone ea.)............. $2.50 ea. 
JARS OF 12 PROVAGESTRONES NO. 2 ( 50 mgs. Progesterone ea.)...........-. 4.50 ea. 
JARS OF 12 PROVAGESTRONES NO. 3 (100 mgs. Progesterone ea.)............- 7.50 ea. 
JARS OF 12 PROVAGESTRONES NO. 4 (200 mgs. Progesterone ea.)........:.... 13.50 ea. 


PROVAGESTRONES may be obtained direct from us or may be 
prescribed through your local Pharmacy. 


1625 N. HIGHLAND ST., MEMPHIS 8, TENN. 
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Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacinf and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 


WITHOUT HOSPITALIZATION 3 The delicately flavored tablets dissolve slowly in 
..-AND GOOD TASTING, TOO! a the mouth (not to be chewed or swallowed). They 
Bs are not noticeable and do not interfere with speech. 
Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 

reprints and clinical sample. 


HORLICKS 
*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
CORPORATION in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 


Pharmaceutical Division tMg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 
carbonate 0.5 gr. 
RACINE, WISCONSIN 


Each tablet = 5mg. amphetamine and Img. Rauwiloid® A N E W E xX PE RI E NCE 
IN MOOD ELEVATION 


Replaces despondency with equanimity 
... without euphoria...without jitters...without 
barbiturate drag. 


Safe for the hypertensive, too. 


DOSAGE: For mood elevation, initially 
1 to 2 tablets after breakfast 
and lunch. 


LABORATORIES, INC., Los Angeles 


FOR OBESITY Rauwidrine curtails appetite without 
the “black mood” feeling of deprivation. 
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m FADING FAST, DOC 
THERE TIME TIME FOR 


(Bur | DON'T LIKE COLT 


THIS IS HOT! 
QUICKEST COOKIN’ 
THERE IS 


MMMM...DELICIOUs 
WHOLE WHEAT FLAVOR 


THIS CLEARS You 
UP IN A HURRY! 
IT'S A GREAT 
SOURCE OF PROTEINS 


WHAT ABOUT YOUR 
FRIEND ON THE END? 


DOCTOR, FOR ou ELDERLY PATIENTS, TOO, INSTANT RALSTON'S ADDED 
WHEAT GERM IS EXTRA NUTRITIOUS. 


DOWNHILL LATELY, /\o,, 
| 1 \ \ 
! \ 
| 
ADDED 
| WHEAT 
GERM 
q 
\ 
INSTANT 
RALSTON 
| FOR ME,TO0s 
SONNY 
| 
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LOCAL TREATMENT 
IN PSORIASIS 


A recent survey of medical literature proves 
that dermatologists definitely prefer local to in- 
ternal therapy for psoriasis. 


For example, Solomon, Netherton, Nelson and 
Zeiter* in 1955 said: “Psoriasis is a frequently 
recurrent common skin disease that is resistant to 
treatment. Of the various treatments devised for 
it, the topical ones are superior to the internal 
ones.” 


RIASOL is one of the most widely used of all 
local therapies for psoriasis. In most cases it clears 
the skin of the scaly patches of psoriasis, or greatly 
reduces them, in a period of weeks. If applied for 
several weeks after the visible lesions have dis- 


appeared, RIASOL may also prevent recurrence. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thor- 
ough drying. A thin, invisible, economical film 
suffices. No bandages required. After one week. 
adjust to patient’s progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles 


at pharmacies or direct. 


157:1349, 1955 (abstract). 


Dept. JAOA-4-56 


*Solomon, W.M., Netherton, E.W.., 
Nelson, P.A. & Zeiter, W.J., J.A.M.A. 


12850 Mansfield Avenue 


fter Use of Ries 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


l 


Detroit 27, Michigan 
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NO. 2 OF A SERIES ON GERIATRICS: 
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The “Rock 
and Burp” 


WHEN OLD ROCKING CHAIR claims your patient as 
he reaches the geriatric stage of life, his meals are 
often followed by “dyspepsia” indicated by a dis- 
comforting bloated feeling, annoying flatulence 
and heartburn. 


One of the principal reasons why these symptoms 
are prevalent among your “rocking chair” pa- 
tients is that normal gastric acidity is essential 
for normal processes of digestion and sub-normal 
secretion of hydrochloric acid has been reported 
in as high as 65% of older persons. Many of these 
think they have an over abundance of acid and 
mistakenly take antacids when their true condi- 
tion is an insufficiency of acid. 


In line with Vitaminerals’ policy of emphasizing 


their service to doctors in the treatment of geri- 
atrics, we suggest VM. No. 17 where the acidula- 
tion of the gastric content is desired. 


VM. No. 17 is a special formulation of Glutamic 
Acid Hydrochloride and enzymes, in tablet form. 
It contains the amino acid, Glutamic Acid, in com- 
bination with hydrochloric, an over-all digestant, 
Vegetable Diastatic Enzyme for starch digestion 
and Papain N.F. as a protein digestant. 


Remember, Doctor, nutrition is more than diet. 
Proper nutrition depends upon the digestion of 
foods and where the impairment of this important 
function is due to inadequate secretion of hydro- 
chloric acid, we strongly recommend the use of 
VM. No. 17. 


GLENDALE! 


VITAMINS RALS, INC. 


| STAY THE SANDS OF TIME 
“Tt is not given to us to prevent old age but we can postpone the frailties that accompany it” 
ZAY 
Age 
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New Booklet Presents 


Latest Facts on Feeding the Sick 


Adequate nutrition during illness and convalescence is 
essential for recovery whether the patient is managed in 
the hospital or at home. In the latter case, physicians 
often must devote much time to instructing those re- 
sponsible for caring for the sick in good nutritional 
practices. 

“Meal Planning for the Sick and Convalescent” has 
been designed to relieve you of the need for repeating 
over and over again essential dietary facts. This new 
Knox booklet presents in layman’s language the latest 
nutritional applications of proteins, vitamins and min- 
erals, gives practical hints on serving food to adults 
and children, suggests ways to stimulate appetite and 
describes diets from clear liquid to fu!l convalescent. 
Best of all it offers the homemaker for the first time 
detailed daily suggested menus for each type of diet, 


plus 14 pages of tested nourishing recipes. 
If you would like copies of this new timesaving Knox 
booklet for your practice, use the coupon below. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Department JOQ-16 
Johnstown, N. Y. 

Please send me copies of the new Knox 
“Sick and Convalescent”’ booklet. 


YOUR NAME AND ADDRESS 
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MUSCLE-RELAXING ACTION 


MEPROBAMATE 


(2-methyl-2-n-propyl-1,3-propanedio! dicarbamate) 


LICENSEO UNDER U.S. PATENT NO, 2,724,720 


For significant relief in myositis, osteoarthritis, backstrain, and 


related conditions marked by: 


@ Muscle spasm © Stiffness and tenderness 


@ Restriction of motion @ Pain 


As a superior muscle-relaxant, EQuaNt offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 


Usual dosage: 1 tablet t.i.d. The dose may be ad- 
justed either up or down, according 
to the clinical response of the patient. 

Supplied: Tablets, 400 mg., bottles of 50. ; 


® 
Philadelphia 1, Pa, 


anti-anxiety factor 
with muscle-relaxing action: 
...felieves tension 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Sixtieth Annual Convention, Hotel 
Statler, New York City, July 16-20. 
Program Chairman, Myron C. Beal, 

17 Vick Park A., Rochester 7, N. Y: 


Academy of Applied Osteopathy, annual 
meeting, Hotel Statler, New York 
City, July 20-21. Program Chairman, 
\largaret H. Raffa, 5009 Central Ave., 
Tampa 3, Fla. Secretary, Margaret W. 
Varnes, Box 1345, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 


eery, annual meeting, New York City, | 


fuly 16. Secretary, Alfred J. Schramm, 
=880 San Vicente Blyd., Los Angeles 
19, 


American College of Neuropsychiatrists, 
annual meeting, Hotel Statler, New 
York City, July 13-15. Secretary, Don 
C. Littlefield, 4320 Atlantic Ave., Long 
Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Muehlebach Ho- 
tel, Kansas City, Mo., October 4-6. 
Program Chairman, Richard DeNise, 
720-22 Sixth Ave., Des Moines 9, Iowa. 
Secretary, Glennard E. Lalrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Pedia- 
tricians, annual meeting, Hotel Statler, 
New York City, July 12-14. Secretary, 
Harold H. Finkel, 248 W. Main St., 
Ephrata, Pa. 


American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Secretary, Orel F. Martin, Box 
474, Coral Gables 34, Fla. 


American Osteopathic Academy of Geri- 
atrics, annual meeting, Hotel Statler, 
New York City, July 18-20. Secretary, 
John K. Johnson, Jr., Johnson Osteo- 
pathic Clinic. West on Lincoln High- 
way, Jefferson, Iowa. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Secretary, J. Paul Leon- 
ard, 2673 W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 


American Osteopathic College of Oph- 
thalmology and Otorhinolaryngology, 
annual meeting, Hotel Statler, Cleve- 
land, July 25-27. Program Chairman, 
H. I. Stein, 3025 W. Diamond St., 
Philadelphia 21. Executive Secretary, 
Clifford C. Foster, 1388 Gladys Ave., 
Lakewood 7, Ohio. 


American Osteopathic College of Pathol- 
ogists, annual meeting, Hotel Statler, 
New York City, July 16-17. Secretary, 
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*KCatmiro is the non-sensitizing antipruritic supplied in 114-0z. tubes and 
1-lb. jars by THos. LEEMING & Co., INc., 155 East 44th St., New York 17, N. Y. 


Arthur L. Wickens, Mount Clemens 
General Hospital, Macomb at North, 
Mount Clemens, Mich. 

American Osteopathic College of Physi- 
cal Medicine and Rehabilitation, an- 
nual meeting, Hotel Statler, New York 
City, July 15. Secretary, John A. 
Schuck, 1721 Griffin Ave., Los Angeles 

American Osteopathic College of Radi- 
ology, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Program Chairman, George B. 
Hylander, West Side Osteopathic Hos- 
pital, 1253 West Market St., York, Pa. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. 
William St., South Bend 2, Ind. 

American Osteopathic Hospital Associa- 

tion, annual meeting, Sheraton-Cadil- 


lac Hotel, Detroit, October 28-Novem- 
ber 1. Program Chairman, Mr. Philip 
Rosenthal, Metropolitan Hospital, Phil- 
adelphia. Secretary, Mrs. Byron Ax- 
tell, Princeton, Mo. 

Arizona, annual meeting, Arizona Inn, 
Tucson, April 20-22. Program Chair- 
man, J. B. Carson, 2813 S. Sixth Ave., 
Tucson. Secretary, Homer E. Alls- 
house, 2243 N. 12th St., Phoenix 22. 

California, annual meeting, Hotel del 
Coronado, Coronado, May 2-6. Pro- 
gram Chairman, Milton Futterman, 
2028 E. First St. Los Angeles 22. 
Executive Secretary, Mr. Thomas C. 
Schumacher, 1298 Wilshire Blvd., Los 
Angeles. 

Colorado, annual meeting, Denver, May 
5. Program Chairman, A. E. Nichols, 

1332 Del Mar Parkway, Denver 8. Sec- 
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PHARMACAL COMPANY 


WAY CONTROL 
—in urinary tract infections — 
NOW ... both pain and infection 
are brought under quick, safe 
control at their source by the 
speedy, dual-action of the 


component drugs in— 


RELIEVES LOCAL PAIN 

BY LOCAL ACTION 
Phenylazo-diamino-pyridine HCl — Provides relief 
from burning, pain frequency—in minutes in 90 per 
cent of cases. 


REMOVES LOCAL INFECTION 

BY LOCAL ACTION 
Sulfacetamide—sulfonamide of choice in urinary tract 
infections (1) effective in 93-98 per cent of cases 
involving mixed organisms, and (2) safe—no kidney 
damage, no renal concretions; no anuria. 


FORMULA 


Each coated tablet contains: Phenylazo-diamino- 
pyridine HCI, 50 mg.; Sulfacetamide, 250 mg. Bottles 
of 100. 

Columbus 16, Ohio 


Literature & bibliography on request. 
*A Columbus Original—Introduced July, 1954. 


retary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 

Florida, annual meeting, Fort Harrison 
Hotel, Clearwater, May 17-19. Pro- 
gram Chairman, Paul E. Wilson, 802 
E. Ocklawaha Ave., Ocala. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 

Georgia, annual meeting, General Ogle- 
thorpe Hotel, Savannah, April 26-28. 
Program Chairman, Wade Holloway, 
509 Upchurch Bldg., Thomasville. Sec- 
retary, Walter B. Elliott, Jr, 702 
Mortgage Guarantee Bldg., Atlanta 3. 

Idaho, annual meeting, Owyhee Hotel, 
Boise, May 18-20. Program Chairman, 
L. J. Anderson, 308 Eastman Bldg., 
Boise. Secretary, Emery J. Miller, 124- 
28 Caldwell Blvd., Nampa. 


Illinois, annual meeting, Palmer House, 
Chicago, April 27-29. Program Chair- 
man, S. V. Robuck, 25 E. Washington 
St., Chicago 2. Executive Secretary, 
Mr. Douglas Durkin, Room 521, 53 W. 
Jackson Blvd., Chicago 4. 

Indiana, annual meeting, Notre Dame 
University and Morris Inn, South 
Bend, May 14-16. Program Chairman, 
A. F. Kull, South Bend Osteopathic 
Hospital, 118 S. William St., South 
Bend 2. Secretary, Arabelle Baker 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. 

Iowa, annual meeting, Hotel Savery, Des 
Moines, May 20-22. Program Chair- 
man, Clive R. Ayers, Grant. Secretary, 
Mr. Herman A. Walter, 200 Walnut 
Bldg., Des Moines 9. 
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Kansas, annual meeting, Baker Hotel, 
Hutchinson, May 12-16. Program 
Chairman, B. L. Darling, Osteopathic 
Clinic, 1404 Main St., Winfield. Ex- 
ecutive Secretary, Mr. Lloyd L. Hall, 
Room 612, National Bank of Topeka 
Bldg., Topeka. 

Kentucky, annual meeting, Brown Hotel, 
Louisville, October 10-11. Program 
Chairman, Charles R. Conley, 300 
Main St., Greenup. Secretary, Martha 
Garnett, 2829 Brownsboro Road, Louis- 
ville 6. 

Maine, annual meeting, Samoset Hotel, 
Rockland, June 14-16. Professional Ed- 
ucation Chairman, Richard Wallace, 
Hollis Center. Midyear meeting, Elm- 
wood Hotel, Waterville, December 7- 
8. Secretary, Roswell P. Bates, 72 
Main St., Orono. 

Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, October 1-3. Pro- 
gram Chairman, George E. Himes, 
Flint Osteopathic Hospital, 416 W. 
Fourth Ave., Flint 4. Executive Sec- 
retary, Mr. Harve Lamont Smith, 81 
Glendale, Highland Park 3. 

Minnesota, annual meeting, Minneapolis, 
May 3-5. Program Chairman, Con- 
stance Idtse, 47 S. Ninth St., Minne- 
apolis 2. Secretary, E. R. Komarek, 301 
Granite Exchange Bldg., St. Cloud. 

Missouri, annual meeting, Hotel Jeffer- 
son, St. Louis, October 9-11. Program 
Chairman, R. A. Michael, 209 Monroe 
St., Jefferson City. Executive Secre- 
tary, Mr. Paul D. Adams, 325 E. Mc- 
Carty St., Jefferson City. 

National Osteopathic Child’s Health Con- 
ference and Clinic, Municipal Audito- 
rium, Kansas City, Mo., April 9-11. 
Program Chairman, Robert R. Ton- 
kens, 5910 Prospect Ave., Kansas City, 
Mo. Secretary, Luther W. Swift, 2105 
Independence Ave., Kansas City 24, 
Mo. 

New Mexico, annual meeting, Hilton Ho- 
tel, Albuquerque, April 19-21.  Pro- 
gram Chairman, H. D. Thomas, 3200 
E. Silver Ave., Albuquerque. Secre- 
tary, Robert E. Smith, 205 N. First, 
Lovington. 

New York, annual meeting, Hotel Utica, 
Utica, October 12-13. Program Chair- 
man, Allen S. Prescott, 800 Keith 
Bldg., Syracuse 2. Acting Secretary, 
Hewett W. Strever, 225 Titus Ave.. 
Rochester 17. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 25-27 
Program Chairman and Secretary, 5. 
Dales Foster, 710 Public Service Bldg.., 
Asheville. 

North Dakota, annual meeting, Gardner 
Hotel, Fargo, May 2-3. Program 
Chairman, Frank B. Bayer, 510 Black 
Bldg., Fargo. Secretary, Georgianna 
Pfeiffer, 110% Broadway, Fargo. 

Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Wash., June 25- 
27. Program Chairman, Wilbert Bb. 
Saunders, 4730 University Way, Seai- 
tle 5. 

Ohio, annual meeting, Neil House, Co- 
lumbus, May 7-9. Program Chairman, 
George O. Hoover, 91 S. Main St., 
Oberlin. Executive Secretary, Mr. Wil- 
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liam S. Konold, 50 E. Broad St., Co- 
lumbus 15. 

Oklahoma, annual meeting, Biltmore Ho- 
tel, Oklahoma City, November 7-9. 
Program Chairman, Melvin A. Kiesel, 
Hinton Community Hospital, Hinton. 
Executive Secretary, Mr. Walter L. 
Gray, 210-212 Braniff Bldg., Oklahoma 
City. 

Ontario, annual meeting, Royal Hotel, 
Guelph, May 3-5. Secretary, A. V. De- 
Jardine, 205 Yonge St., Toronto 1. 

Oregon: See Northwest Osteopathic Con- 
vention. 

Pennsylvania, midyear meeting, York- 
town Hotel, York, April 27-28; annual 
meeting, Bellevue Stratford Hotel, 
Philadelphia, September 21-23. Pro- 
eram Chairman for both meetings, 
\Villiam L. Silverman, 117 Merion Rd., 
Merion. Secretary, Thomas F. San- 
tucci, 2140 S. Broad St., Philadelphia 
15 

South Dakota, annual meeting, Cataract 
Hotel, Sioux Falls, June 10-12. Pro- 
eram Chairman, L. H. Shoraga, Al- 
cester. Secretary, Earl W. Hewlett, 
417 W. 27th St., Sioux Falls. 

Tennessee, annual meeting, New South- 
ern Hotel, Jackson, April 22-25. Pro- 
gram Chairman, J. A. Moore, 407 
Tucker St., Dyersburg. Secretary, J. 
M. Moore, Jr., 200 High St., Trenton. 

Texas, annual meeting, Baker Hotel, 
Dallas, April 26-28. Program Chair- 
man, Robert J. Brune, 1819 S. Brown- 
lee, Corpus Christi. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., 
Fort Worth 7. 

Utah, annual meeting, Ambassador Ath- 
letic Club, Salt Lake City, June 23. 
Program Chairman, Wilford G. Hale, 
506 West 2nd South, Logan. Secre- 
tary, Alice E. Houghton, 600 Zion’s 
Savings Bank Bldg., Salt Lake City 11. 

Vermont, annual meeting, Hotel Ver- 
mont, Burlington, October 5-7. Pro- 
gram Chairman, Bentley Neal, White 
River Junction. Clerk, Howard I. 
Slocum, Battell Block, Middlebury. 

Virginia, annual meeting, The Lodge, 
Williamsburg, May 25-26. Program 
Chairman, Vincent H. Ober, 407-11 
Bankers Trust Bldg., Norfolk 10. Sec- 
retary, John A. Cifala, 2778 N. Wash- 
ington Blvd., Arlington. 

Washington: See Northwest Osteopathic 
Convention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-5. 
Program Chairman, Walter B. Goff, 
429 16th St., Dunbar. Secretary, Guy 
E. Morris, 542 Empire Bank Bldg., 
Clarksburg. 

Western States Osteopathic Society of 
Proctology, annual meeting, Mayo Ho- 
tel, Tulsa, Okla., October 8-10. Pro- 
gram Chairman, Glenn Miller, 2100 N. 
Robinson St., Oklahoma City 3. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2. 

Wisconsin, annual meeting, Hotel Wis- 
consin, Milwaukee, April 23-25. Pro- 

gram Chairman, R. D. Walling, 709 

Oak St. Baraboo. Secretary, Edwin 

- Elton, 1518 N. 70th St., Wauwatosa 
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NOW BACTERICIDAL! ALSO EFFECTIVE AGAINST 
ANTIBIOTIC RESISTANT STRAINS OF BACTERIA! 


Tests prove, New Rhinalgan superi 
nasal decongestants with: 
1. PRESERVATIVES 
2. PRESERVATIVES AND ANTIBIOTICS 


3. PRESERVATIVES AND QUATERNARY 
AMMONIUM SALTS 


Formula: Desoxyephedrine 0.22°.. Antipyrine 
0.28%, in an isotonic aqueous solution with 
0.02% 
Pyrilamine Maleate. Flavored—0.001°. Crystal 
Violet in 2% DOHQ Glycerol. i 


Laurylammonium Saccharinate. 0.1°. 


~ 


State and National Boards 
ALABAMA 
Examinations June 26-29 at the State 
Capitol, Montgomery. Address D. G. Gill, 
M.D., secretary, Board of Medical Ex- 
aminers, State Office Bldg., Montgom- 
ery 4. 


ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 

Basic science examinations June 19 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
the examination. Address Herbert D. 


Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Professional examinations June 12-13 
at Denver. Applications must be filed by 
May 14. Address Mrs. Beulah H. Hud- 
gens, executive secretary, Board of Med- 
ical Examiners, 831 Republic Bldg., Den- 
ver 2. 

Basic science examinations May 2-3 at 
the Y.M.C.A. Bldg., E. 16th Ave. and 
Lincoln St., Denver. Applications must 
be filed by April 18. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 

CONNECTICUT 

Basic science examinations June 9 in 
Room 23, Lampson Hall, Yale Univer- 
sity, New Haven. Applications must be 


RELIEVE NASAL CONGESTION SAFELY 
WHATEVER THE CASE © WHATEVER THE CAUSE 
 PECONGESTAN’ 
IGESTAN 
Substantiating data ocally compatible 
: 


Our SIDE EFFECTS 
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filed 2 weeks prior to examination. Ad- 
dress Miss M. G. Reynolds, executive as- 
sistant, Board of Healing Arts, 52 Whit- 
ney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 
Professional examinations May 14-15 
at 1740 Massachusetts Ave., N.W., Wash- 
ington. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations and 


Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 
FLORIDA 


Professional examinations June 30-July 
1 at the Seminole Hotel, Jacksonville. 
Applications must be filed by June 1. Ad- 
dress W. S. Horn, D.O., secretary, Board 
of Osteopathic Medical Examiners, P.O. 
Box 85, Palmetto. 


Basic science examinations June 9 at 


Miami. Applications must be filed by 
May 14. Address M. W. Emmel, D.V.M., 
secretary, Board of Examiners in the 
Basic Sciences, P.O. Box 340, Gaines- 
ville. 
GEORGIA 
Examinations July 3 at Atlanta. Ad- 
dress Robert K. Glass, D.O., secretary, 
Board of Osteopathic Examiners, 834-5 
Forsyth Bldg., Atlanta 3. 


HAWAII 
Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of candi- 
date’s application by the Board. Address 
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Frank O. Gladding, secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 


IDAHO 

Examinations June 14 at Boise. Ad- 
dress Miss Margaret Gilbert, Director, 
Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 


ILLINOIS 
Examinations June 19-21 in Chicago. 
Address Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 

Professional examinations May 7-8 in 
the Senate Chamber, State House, Des 
Moines. Address Mr. Herman W. Wal- 
ter, assistant secretary, Board of Osteo- 
pathic Examiners, 200 Walnut Bldg., Des 
Moines 9. 

Basic science examinations July 10 at 
the Capitol Bldg., Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe Colleze, 
Cedar Rapids. 


KANSAS 

Examinations June 21 at the Jayhawk 
Hotel, Topeka. Applications must be 
filed 30 days prior to examination. Ad- 
dress Forrest H. Kendall, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, 420% Pennsylvania 
Ave., Holton. 


MAINE 

Examinations June 12-13 at Augusta. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and_ Registration, Monument 
Square, Dover-Foxcroft. 


MARYLAND 

Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 No. Charles 
St., Baltimore 1. 


MASSACHUSETTS 

Examinations July 10. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MICHIGAN 

Basic science examinations May 14-15 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Ex- 
aminers in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 
Basic science examinations June 5-6 at 
the University of Minnesota, Minneapo- 
lis. Applications must be filed by May 1°. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 

Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations June 25-26 at the Ed- 
wards Hotel, Jackson. Applications must 
be filed by June 15. Address R. N. Whit- 
field, M.D., assistant secretary, Board of 
Health, Old Capitol, Jackson 5. 
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NEBRASKA 

Basic science examinations May 1-2. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 


NEVADA 

Professional examinations in July. Ad- 
dress Walter J. Walker, D.O., secretary, 
Board of Osteopathic Examiners, 210 W. 
Second St., Reno. 

Basic science examinations July 3. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
reno. 


NEW JERSEY 
Examinations June 19. Address Pat- 
rick H. Corrigan, M.D., acting secretary, 
Board of Medical Examiners, 28 West 
State St., Trenton 8. 


NEW MEXICO 
3asic science examinations July 13. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NEW YORK 
Examinations June 26-29 at Albany, 
Buffalo, Syracuse, and New York City. 
Applications must be filed by May 28. 
Address John W. Paige, M.D., chief, Bu- 
reau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany 7. 


NORTH CAROLINA 
Examinations July 6-7 at Raleigh. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 


NORTH DAKOTA 
Examinations July 14 at Minot. Ad- 
dress G. L. Hamilton, D.O., secretary, 
Board of Osteopathic Examiners, Ringo 

Bldg., 119 S. Main St., Minot. 


OHIO 
Examinations June 14-16 at Colum- 
bus. Applications must be filed by June 
1. Address H. M. Platter, M.D., secre- 
tary, Medical Board, 21 \W. Broad St., 
Columbus 15. 


ONTARIO 
Examinations June 14-16 at Toronto. 
Applications must be filed by May 21. 
Address D. Gordon Campbell, D.O., sec- 
retary, Board of Directors of Osteopathy, 
Drugless Practitioners Act, Province of 
Ontario, 2 Bloor St. East, Toronto 5 


OREGON 
Examinations in July at Portland. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland 4. 


RHODE ISLAND 

Professional examinations July 5-6. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations May 16 in 
Room 366, State Office Bldg., Providence. 
Address Mr. Casey. 
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a crisis 


more than 


42,000,000 doses of 
ACTH have been given 


hormone corticotropin (ACTH) 


Unsurpassed in safety and efficacy 


In a series of poets treated continuously with Armour ACTH for 


* Each responded with a maintained increase in 
; cortical function 


e Major and minor surgical and obstetrical proce- 
dures caused no incidents 


e Sudden discontinuance of ACTH did not provoke 


.and HP*ACTHAR Gel should be used 
routinely to minimize adrenal suppression and 
atrophy in patients treated with prednisone, 
prednisolone, hydrocortisone and cortisone. 


Hl p “AC T Hl A R Gel is the most widely used ACTH preparation 


*Highly purified 


1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955. 
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SOUTH CAROLINA 
Examinations June 19 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 325, Summerville. 


SOUTH DAKOTA 
Basic science examinations the first 
week in June. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
310 E. 15th St., Yankton. 


TENNESSEE 
Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. Coy, D.O., secretary, Board cf Ex- 
amination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 


son. 


TEXAS 

Examinations June 18-20 at the Texas 
Hotel, Fort Worth. Applications for 
reciprocity must be filed 30 days prior, 
and applications for examinations must 
be filed 10 days prior to examination. Ad- 
dress M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2 


VERMONT 

Examinations June 20-21 at the State 
House, Montpelier. Applications must be 
filed by June 10. Address Charles D. 
Beale, D.O., secretary, Board of Osteo- 
pathic Examination Registration, 
Mead Bldg., Rutland. 

Dr. Beale has been reappointed to the 
Board for a term of 3 years. 
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to help 


your 
patients 
past 40 . 
correct... 


biliary dyspepsia constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical 
problem” and Shaftel? reports on the exceptional clinical results of Caroid® 
and Bile Salts in chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints 
of flatulence and indigestion point to biliary dysfunction and digestive im- 
pairment as factors coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these 
cases. Through their 3-way action, they: 

e INCREASE BILE FLow 

e IMPROVE DIGESTION 

¢ PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically 
established and proved over the years. Try them in your next case of biliary 


dyspepsia and constipation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1. Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 


WASHINGTON. 
Professional examinations in July. Ad- 


dress Mr. Edward C. Dohm, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July. 
Applications must be filed 30 days prior 
to examination. Address Mr. Dohm. 

WEST VIRGINIA 

Examinations June 25-26 at the Daniel 
Boone Hotel, Charleston. Applications 
must be filed 10 days prior to examina- 
tion. Applications for license by reci- 
procity must be filed 30 days prior to ex- 
amination, and applicants must make a 
personal appearance. Address T. L. 
Sharpe, D.O., secretary pro tem., Board 
of Osteopathy, 212 W. Burke St., Mar- 
tinsburg. 


WISCONSIN 

Professional examinations July 10 at 
Milwaukee. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations June 2 at 
the Marquette University School of 
Medicine Auditorium, Milwaukee. Ap- 
plications must be filed by May 25. Ad- 
dress Mr. William H. Barber, secretary, 
Board of Examiners in the Basic Sci- 
ences, 621 Ransom St., Ripon. 


WYOMING 
Examinations June 4 at Cheyenne. Ad- 
dress Franklin D. Yoder, M.D., secretary, 
Board of Medical Examiners, New State 
Office Bldg., Cheyenne. 
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REREGISTRATION OF OSTEOPATHIC 
LICENSES 


May 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 

May 1—Washington, $2.00. Address 
Mr. Edward C. Dohm, secretary, Pro- 
fessional Division, Department of 1L.i- 
censes, Olympia. 

During June—Hawaii, $5.00 for resi- 
dents, $2.00 for nonresidents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, (4 
Kauikeolani Bldg., Honolulu 48. 

Before June 30—Delaware, $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 

June 30—Virginia, $1.00. Address kK. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.\\., 
Roanoke. 

July 1—Idaho, $10.00. Address Miss 
Margaret Gilbert, Director, Occupational 
License Bureau, Department of Law FEn- 
forcement, State House, Boise. 

July 1—Kansas, $5.00. Address Forrest 
H. Kendall, D.O., secretary, Board of 
Osteopathic Examination and Registra- 
tion, 420%. Pennsylvania Ave., Holton. 

July 1—Michigan, $5.00. Address P. 
Ralph Morehouse, D.O., assistant secre- 
tary, Board of Osteopathic Registration 
and Examination, 214 S. Superior St., 
Albion. 

July 1—New Mexico, $5.00. Address 
H. E. Donovan, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Donovan Osteopathic Hospital, 
Raton. 

July 1—North Dakota, $3.00. Address 
G. L. Hamilton, D.O., secretary, Board 
of Osteopathic Examiners, Ringo Bldg., 
119 S. Main St., Minot. 

July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., secretary, Board of 
Osteopathy, 1100 N.W. 36th St., Okla- 
homa City 18. 

July 1—West Virginia, $2.00. Address 
Theodore H. Lacey, D.O., secretary, 
Board of Osteopathy, 7111%4 Market St., 
Parkersburg. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examin:- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary's 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry ; gen- 
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eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ob- 
stetrics and gynecology; pediatrics; neu- 
rology and psychiatry; public health, 
cluding hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 d-ys 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


The C.-E. A. Winstow Lecture, 1955 
MAN’S EMERGENCE TOWARD 
HEALTH* 


By Henry Van Zile Hyde, M.D.+ 


One of the signal honors of public 
health is an invitation to deliver the an- 
nual Winslow lecture. I am fully cog- 
nizant of this and deeply appreciative. 
All of us, I am sure, could tell of acts 
of of triendship that have been extended to 


meetin from Public Health Reports, Feb- 
Tuary, 1956 

tDr. Hyde, chief of the Division of Interna- 
tional Health, Public Health Service, and Unit- 
ed States member on the Executive Board of 
the World Health Organization, delivered the 
or slow lecture at Yale University, March 28, 
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itching and burning are gone, due to 
her doctor’s thorough powder insuf- 
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a week thereafter 


© home treatment: first week —the pa- 
tient inserts one TRICOFURON Supposi- 
tory each morning and one each night 
at bedtime. Thereafter: one a day—a 
second if needed 
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us by Professor Winslow and Mrs. grows from a feeling that builds up in 
Winslow, and we could tell, as well, of | one, unconsciously and quite inescapably, 
the stimulation and inspiration that we while traveling about the world in these 
have gained from both of them. I had days with an eye focused on health. We 
the good fortune to practice medicine in have tended to look at our business of 
Syracuse, N.Y., a city known through- public health as a small business, circum- 
out public healthdom as “A City Set on scribed by our own municipal environ- 
a Hill.” I entered practice there shortly ment, or, perhaps, our State or national 
after Professor Winslow’s book of that environment, but since World War II 
title was published, a book that revealed public health has grown beyond these 
to me an exciting new area of interest limits. There is a movement under way 
and action, an interest which later be- in health which constitutes one of the 
came my career. So it is with a feeling great facts of our time, a force that is 
of gratitude and warmest friendship, shaping world events now and for the 
which has grown through the years, that loag future. We as public health workers 
I address you in honor of Dr. Winslow. must recognize this force in our own field, 

My title, “Man’s Emergence Toward understand it, and guide it, for any great 
Health,” may seem ambitious, but it force loose in the world today can be 
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when Rauwolfia alone 
is not enough... 


...then use Rauwolfia plus Veratrum 
Rauvera thus represents the safest 
potent combination therapy when 
Rauwolfia alone is not enough. 


To reduce high diastolic blood 
pressure resistant to Rauwolfia 
alone, the next logical and widely 
advocated step in therapy is to 
combine Veratrum with Rauwolfia. 
Rauvera combines the alseroxylon* 
fraction of Rauwolfia serpentina 
with alkavervir (a Veratrum viride 
extract). Rauvera reduces high, 
fixed diastolic blood pressures 
smoothly, promptly, and with a 
high index of safety. 


The additive if not synergistic ac- 
tion of the components of Rauvera 
permits lower dosages of Veratrum 
without sacrificing its efficacy, yet 
minimizing side effects. 


Each tablet contains 1 mg. purified 
Rauwolfia serpentina alkaloids 
(alseroxylon) and 3 mg. Veratrum 
viride fraction (alkavervir — bio- 
logically standardized for its abil- 
ity to lower blood pressure). 


Dosage: 1 tablet 3 or 4 times daily, after 
meals, at intervals of not less than four 
hours. 


Bibliography supplied on request. 


*Alseroxylon is an extract of Rauwolfia 
serpentina containing a complex of hypo- 
tensive and tranquillizing alkaloids, free 
of inert material. 
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used to build freedom or, on the other 
hand, to build tyranny. 


UNIVERSAL SWING TOWARD HEALTH 


The story of the development of pub- 
lic health in northern Europe and in the 
United States is known to most of you. 
It is a story told by the public health 
historians and _ particularly well, of 
course, by Dr. Winslow. As _ historians 
and philosophers view the progress of 
man, some see it as a slow upward crawl- 
ing interrupted by frequent backward 
slippings. Others see it as a series of 
explosions, each related to some new 


basic discovery such as fire, cultivation, 
domestication of animals, the discovery 
harnessing of 


of iron, or the atomic 


energy. The development of public health 
appears to take this latter form, an ex- 
plosion which, indeed, is modeled on the 
ultramodern design of the mushroom 
cloud—in shape but not in effect. The 
vertical stem of the cloud is the explo- 
sion in time—public health history. It is 
a very, very short history as you know, 
occurring almost entirely within two, or 
at the most, three generations of public 
health leaders. 

Short as is the vertical stem of the 
public health explosion, we are witness- 
ing today the equally dramatic lateral 
expansion of the mushroom cloud. Prior 
to World War I, public health activity 
in great areas of the world, if extant at 
all, existed mainly for the protection of 
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the colonizing forces, for the governors 
of men, not for man himself. Today, in 
contrast, we see a profound and universal 
swing toward health for all men who 
people the world. 

Evidence of man’s explosive emergence 
toward health is seen in the current mass 
attack on communicable disease in the 
underdeveloped areas, in the widespread 
development of increasingly competent 
national health services, in the establish- 
ment of extensive networks of rural 
health centers and in the intensification 
of international action in the health fie}. 

One of the most impressive and signiti- 
cant phenomena of our times is the mass 
control of certain diseases, even to tlic 
point of eradication in vast areas. The 
reality of this accomplishment strikes ore 
with great impact on visiting the affected 
areas of the world; the scope of it is 
tremendous. 

In 1948 the incidence of malaria was 
estimated at 300 million cases per year. 
Recently, the World Health Organization 
has announced that 243 million, or almost 
one-half of the 552 million people living 
in malarious areas, are now protected 
against malaria. In dealing with such 
figures we are speaking of one-fifth of 
the population of the entire world. In 
India 125 million of the 200 million per- 
sons exposed to malaria are now pro- 
tected. Italy, Greece, Iran, Thailand, Cey- 
lon, the Philippines, Formosa, Venezuela, 
and Brazil are among the countries that 
have taken similarly important strides in 
this field. The nations of the Western 
Hemisphere, not satisfied with mere con- 
trol of this disease, decided in Santiago, 
Chile, in October 1954 to act in concert 
actually to eradicate malaria from the en- 
tire hemisphere, and it is anticipated that 
this astounding feat can be accomplished 
within the next 8 years. Likewise, a re- 
cent World Health Organization malaria 
conference held in the Philippines re- 
solved that eradication, rather than con- 
trol, must be the objective in Asia. 


On a somewhat smaller scale, yaws. 
which is a particularly crippling and dis- 
figuring chronic infection, presents a 
similar example of accomplishment in 
mass disease control. Within the last 6 
years 35 million people have been ex- 
amined for yaws, and 8 million have been 
treated. As recently as 1950, 50 percent 
of the total population of Haiti and an 
even higher percentage of its rural popu- 
lation suffered from this disease whereas 
a recent survey following an intensive 
nationwide campaign showed only 0.03 
percent of a sample rural population in- 
fected. Under the program presently be- 
ing conducted in Indonesia, where there 
are an estimated 20 million persons in- 
fected with yaws, the target is 1 million 
examinations per month expected to re- 
veal 83,000 clinical cases which will |. 
given the required treatment. 

The scope of the work that is under 
way is further attested to by the interna- 
tional program of vaccination agains! 
tuberculosis with BCG vaccine. Sine 
1947, while the experts have continue: 
to debate the exact value of the vaccine. 
101 million children, or approximately 10 
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percent of the world’s children under 19 
years of age, have been tested for tu- 
berculin sensitivity, and 43 million of the 
negative reactors have been vaccinated. 

Even in the face of such massive ac- 
complishments, the expanding mushroom 
cloud of the health explosion would have 
little substance in the absence of a sound 
basic health structure. The availability 
of effectively organized and competently 
staffed national and local health services 
capable of thoughtful planning and able 
to reach the people is, of course, the es- 
sential ingredient of permanent accom- 
plishment. Mass control of disease is 
pointless, except as a transient satisfac- 
tion, unless there are services available 
to maintain the achievement. Therefore, 
the element of greatest significance in 
the present movement—that which Dr. 
\inslow would consider most funda- 
mental—is the widespread establishment 
oi such services. 

Organizational progress both centrally 
aud at the community level is being made 
in many countries. Eight of the govern- 
ments of the Western Hemisphere have 
elevated their health departments to the 
rank of cabinet ministries within the 
decade. These ministries, as well as the 
health departments that exist elsewhere, 
are being manned to an ever-increasing 
extent by well-trained personnel. During 
the past 12 years, at which time the In- 
stitute of Inter-American Affairs gave 
the lead in establishing international gov- 
ernmental fellowships, more than 1,700 
fellowships have been awarded to Latin 
American professionals by the institute 
for study of various phases of public 
health in the United States. During the 
years 1947-54 the World Health Organi- 
zation awarded 4,356 foreign fellowships 
on a worldwide basis. 

The flow of foreign fellows being 
placed by the Public Health Service un- 
der a variety of programs for training 
in the United States is, of course, addi- 
tional to the fellowship programs of the 
private foundations and of governments 
themselves. In several of the countries, 
such as Brazil, Mexico, Chile, and 
Lebanon, training is being bolstered by 
new schools of public health that have 
been established or, as in the case of the 
Philippines and India, old ones that have 
been recently strengthened. 

New and essential basic organizational 
units, such as divisions of public health 
nursing, environmental sanitation, sani- 
tary engineering, health education, vital 
Statistics, training, planning, and so forth, 
are being established within health de- 
partments and ministries. Twenty-three 
of thirty-seven of the less highly de- 
veloped countries, for instance, today 
have a nurse serving in the ministry of 
health at the national level: 

Nurse at national level: Brazil, Chile, Colom- 
bia, Costa Rica, Dominican Republic, El Sal- 
vador, Formosa, Haiti, India, Indonesia, Iraq, 
Israel, Korea, Lebanon, Liberia, Mexico, Pana- 
ma, Paraguay, Peru, Philippines, Thailand, 
Uruguay, Venezuela. 

No nurse at national level: Afghanistan, Bo- 
livia, Ecuador, Egypt, Ethiopia, Guatemala, 
Honduras, Indochina, Iran, Jordan, Libya, 
Nepal, Nicaragua, Pakistan. 

It is of particular significance that the 
first category includes a number of coun- 
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tries in which women were in deep pur- 
dah until very recently. The demon- 
strated value of nursing has over-ridden 
the prejudices and attitudes of many 
ages. 

As part of the development of more 
effective services, there is a movement 
toward the progressive decentralization 
and expansion of health administrations, 
bringing them into closer relationships 
with the people they are designed to 
serve. Such movements are particularly 
conspicuous at the moment in Iran, Iraq, 
the Philippines, Brazil, and Mexico. 
Rather extensive formalized plans cov- 
ering various periods, usually 3 years, 
are under way in a number of countries 
—either as separate health plans, as in 
the case of the $75 million 5-year health 


plan in Iraq, or as a major segment of 
a general development plan, as is the case 
in Iran, India, and Pakistan. 

The far-reaching character of the pres- 
ent movement in health is evidenced best 
by the rapid expansion of networks of 
urban and rural health centers which are 
penetrating remote areas and blanketing 
much of the world. While providing 
varying degrees of medical care, which 
they must in the areas in which they 
operate, they are increasingly ‘providing 
preventive services with trained auxilia- 
ries assisting the professional personnel. 
Quite surprisingly, it is not possible to 
find and present any substantial data on 
this dramatic development; even the no- 
menclature is muddy. There is in this 
a serious gap in our knowledge that 
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needs to be closed. Increasingly, such 
centers are becoming integrated into total 
community development programs, which 
encompass services designed to improve 
agriculture, education, and the total vil- 
lage economic and social structure. At 
the moment this desirable trend is con- 
spicuous, particularly in Mexico, Egypt, 
and India. 

International cooperation, as a field of 
action, presents dramatic evidence of the 
momentum of the health movement on a 
world basis. Before World War II there 
was limited activity in international 
health carried on by the International 
Office of Public Health in Paris, the Pan 
American Sanitary Bureau in this hemi- 
sphere, and the League of Nations health 
section, the work of these organizations 


being, at that time, restricted almost en- 
tirely to the international exchange of 
epidemiological information. 


However, the League of Nations did 
embark, in a small way but with great 
vision, on programs for the development 
of international standards for drugs and 
biologicals, the improvement of health 
statistics, the development of standards 
of human nutrition, and the provision of 
technical assistance to governments in the 
development of their own health services. 
Through its survey and advisory health 
missions to Greece, China, Bolivia, and 
other countries, it became the pioneer in 
the field of international technical assist- 
ance which has expanded so greatly in 
many fields since World War II. 
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EMERGENCE OF WHO 
From these origins sprang the World 
Health Organization. It is not the world 
equivalent of the health department 10- 
cated in the cellar of the county buildiny. 
From the standpoint of membership of 
sovereign nations, the World Health Or- 
ganization is the largest official intern:- 
tional structure ever built by man, with 
a membership of 80 states as compared 
with the United Nations, for instance, 
which has a membership of 60 states. 
Staffwise, with 1,307 employees, it is the 
largest agency within the United Nations 
orbit, except for the United Nations it- 
self. On the world scene, therefore, health 
is, today, one of the “big shots” of in- 
tergovernmental action. This represents 
explosive progress. 


The health budget of the League of 
Nations never exceeded $400,000, of 
which only $200,000 was contributed hy 
governments. During the interwar period 
the total annual governmental contribu- 
tion to international health work, includ- 
ing contributions to the International 
Office of Public Health in Paris and the 
Pan American Sanitary Bureau, never 
reached $300,000, with the United States, 
which was not a member of the League, 
contributing only $6,000 to the world pro- 
gram and $60,000 to the hemispheric one 
each year. 


This provides some measure of the ex- 
tent of governmental interest in health 
so short a time ago. In contrast, the 
World Health Organization budget, 
financed entirely by contributions from 
governments, is now at the level of $10 
million. In addition, WHO gives leader- 
ship and direction to health programs it 
undertakes jointly with the United Na- 
tions Children’s Fund and the United 
Nations Technical Assistance Program. 
Its total annual resources, direct and in- 
direct, are, therefore, in the neighborhood 
of $15 million. 


Governments established the World 
Health Organization because of their 
recognition of the need for international 
cooperation and assistance in health, yet, 
in 1948, when the World Health Organ- 
ization stepped onto the world stage and 
offered technical services to governments, 
there were few takers. Most govern- 
ments wanted supplies and nothing less 
tangible. The scene has changed rapidly 
with the growth of understanding, and 
today the World Health Organization has 
technicians in almost every country in 
the free world. In 1954 alone, it was 
engaged in 329 major projects in 75 
countries. Its most pressing problem is 
that of meeting from its available re- 
sources the requests that flow in. 

The World Health Organization ac- 
tivities represent common action throug! 
international pooling of resources and 
skills. The United States is supplement- 
ing these activities by conducting a coop- 
erative international technical assistance 
program in health, which is adminis- 
tered by the Foreign Operations Admin- 
istration with the support of the Publi 
Health Service, the universities, and othe: 
private agencies. (On July 1, 1955, the 
Foreign Operations Administration was 
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abolished, and its technical assistance 
activities taken over by the International 
Cooperation Administration of the De- 
partment of State.) This is the program 
widely known at one time as point 4, 
which has a health component operating 
at a level of $26 million per year. Taking 
this into account, the total contribution 
of the United States to international 
health work, made directly and through 
ihe international agencies, now ranges 
around $40 million. This is a far cry 
from the $66,000 of only 10 years ago. 


THE DEMAND FOR BETTER HEALTH 


Recognizing that there has been a great 
acceleration in the tempo of health de- 
velopment, one wonders what the under- 
lying factors are that have brought it 
about. The fundamental factor is a 
demand from the masses for better 
health, growing from the demonstration 
that health can be obtained at a reason- 
able cost through techniques now avail- 
able. The realization that ill health is 
avoidable has penetrated to the remotest 
areas, creating a political force of local, 
national, and international significance. 

The demand for health is based fun- 
damentally, of course, on the innate 
animal desire for relief from pain and 
suffering and the equally innate instinct 
to protect one’s offspring. Through the 
milleniums, efforts to modify pain and 
suffering have been made through sacri- 
fices to many gods, through attempts at 
avoidance by haruspicy, through incanta- 
tions and the taking of strange mixtures. 
None of these efforts had a consistent ef- 
fect. It has been clearly demonstrated, 
however, in the relatively recent era of 
scientific public health that widespread 
and oppressive diseases can be controlled 
in a predictable way. The miracles of im- 
munology and sanitation have been fol- 
lowed by those of DDT and penicillin. 
These have occurred concurrently with 
the widespread development of communi- 
cation and transport, which has spread 
the message widely. 

The extent to which news penetrates 
to remote places is perhaps not generally 
understood. The blaring of a public radio 
in the town square or at the main cross- 
road has become characteristic in poor 
and primitive population centers. It is 
not necessary to be literate, or to be able 
to afford a radio set or even the day’s 
paper in order to keep in direct. touch 
with world affairs. Further, remote areas 
are being opened up through the exten- 
sion of farm-to-market roads and through 
the routine use of air transportation. The 
airplane has knitted together the scat- 
tered and isolated towns in such moun- 
tainous countries as Honduras and 
Colombia. President Tubman of Liberia 
now carries government, for the first 
time, into the remote bush through per- 
sonal visits in a light plane. The Indian 
Health Service of Canada utilizes the 
airplane to provide regular service in the 
vast tracts of the north. This new near- 
ness of man to the foci of progress has 
fed the desire for better health. 

Since any desire shared by a significant 
number of people constitutes a political 
force, it is apparent that the widespread 
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urge for health manifest today is a high- 
ly potent political force demanding action. 
Its intensity is heightened in countries 
that have recently attained independence 
because self-rule is associated in men’s 
minds with a good life. Why, otherwise, 
fight for it? 

Such different men as Magsaysay, 
Nehru, U Nu, Mohammed Ali, Soekarno, 
and Kotelawala, who in common are lead- 
ers in newly independent countries, have 
initiated extensive national activity in 
health in a conscious effort to satisfy this 
expectation. Others, new in power, in 
countries with a long tradition of inde- 
pendence, such as Pibul Songgram in 
Thailand and Paz Estenssoro in Bolivia, 
have likewise stepped up health activities 
with a view to achieving stability and 


combating subversion. The communists 
utilize this same force in order to ac- 
complish their ends. John Ridley, who 
accompanied Clement Attlee on his visit 
to Red China, has reported at some length 
in the New York Times Magazine (Au- 
gust 29, 1954) on the manner in which 
health is being employed to strengthen 
the hand of the present government there. 


Internationally, the same political fac- 
tor is at work. Here it is a matter of 
the cumulative force of the health de- 
mands of the total of the world’s popu- 
lation. As the antipodal forces of free- 
dom and tyranny clash on the world 
scene, each is trying to gain the adher- 
ence of the masses and using either 
health promises or performance as one 
means of doing so. We, for our part, 
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have promoted and supported health 
measures through the World Health Or- 
ganization, the Pan American Sanitary 
Bureau, the United Nations Children’s 
Fund, the International Cooperation Ad- 
ministration, and the Colombo Plan for 
Cooperative Economic Development in 
South and Southeast Asia. On the other 
side, it has been largely a matter of false 
promises. 

It is a generally accepted tenet of mod- 
ern political philosophy that peace can 
survive only in the presence of economic 
growth and stability. There is increasing 


acceptance of the additional fact that a 
sound economy cannot be built upon a 
sick population. Professor Winslow has 
made a major contribution to this area of 
thought in his monograph on “The Cost 


of Sickness and the Price of Health,” 
which was published in 1951 by the 
World Health Organization, and which 
has had wide influence here and abroad. 
The relationship of health to economic 
development, which has been so clearly 
set forth by Professor Winslow and 
dramatized particularly by the modern 
story of malaria, has attracted the 
thoughtful attention of those who shape 
world affairs and has given health work 
much of its present momentum. 

A lesser factor contributing strength 
to the international movement in health is 
the fact that protection against exotic 
disease in the face of modern transporta- 
tion speeds has required a positive ap- 
proach rather than the negativism of 
traditional quarantine. This positive ap- 
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proach has taken the form of interna- 
tional assistance in the control of disease 
at its source. In his account of Mr. Barr 
and the innocent introduction of smallpox 
into the United States, Dr. James S. Sim- 
mons has given us in “Public Health in 
the World Today” a compelling story of 
the need for this approach. 

As contrasted to narrow nationalisn;, 
the growing recognition of the world a 
an essential whole provides the miliei 
within which health action spreads rap- 
idly and widely without too great refer- 
ence to artificial boundaries. Interrelated- 
ness has replaced isolation, and there is 
a true sense of mutual responsibility for 
the state of the world at large. 

In the free world, this sense of mutu:l 
responsibility is not motivated by political 
or economic opportunism alone. Much 
deeper and more meaningful forces un- 
derlie today’s internationalism. The mora! 
concepts that have shaped our own Amer- 
ican freedom are known throughout the 
world and are inspiring today’s move- 
ments toward freedom. The Declaration 
of Independence is not solely a United 
States document but a world platform; 
Lincoln is not a local figure but a world 
hero and a universal symbol of faith and 
hope. We can easily recall how the At- 
lantic Charter and its four freedoms 
electrified us only a few years ago. \Ve 
wish to make good on those promises. 

We cannot indeed sidestep moral re- 
sponsibility for preventing disease be- 
cause we know, with Thucydides, that 
“the true author of the subjugation of a 
people is not so much the immediate 
agent, as the power which permits it, 
having the means to prevent it.” And we 
are the ones who have the means to pre- 
vent disease. 

The moral drive underlying interna- 
tional action does not stem solely from 
political philosophies or from guilt but 
from a deeper root that underlies phi- 
losophy and guilt. It is perhaps a fortu- 
nate thing that the power and the wealth 
and a large measure of the greatly needed 
technical skills are in the hands of those 
whose religion drives them to share their 
substance. The medical missionary is a 
forerunner in spirit, more than in tech- 
nique, of the official international pro- 
grams in health. 

Where can we derive more immediate 
satisfaction of our moral urge than in the 
field of health, sharing our resources i" 
order to solve the massive immediate hu- 
man problem touching every man? Free 
ing man from the burden of disease so 
that he might have flight of spirit satis- 
fies the requirements of today’s moral 
urge as well as any immediate materia! 
goal. Whether programs are _labele: 
health, agriculture, economic develop 
ment, or technical assistance, the im- 
provement of man’s daily life is their 
goal, and, directly or indirectly, they 
must bear upon man’s health. 

All of this is of particular importance 
to us as workers in public health. We 
cannot think of peace as a problem solely 
for the diplomat or the statesman, nor of 
economic development as a problem for 
the economist alone. The emergence of 
man toward health constitutes a fact of 
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our times within our own sphere of re- 
sponsibility that is very truly affecting 
the future of mankind. India will never 
again be what it was yesterday, nor will 
Brazil, nor Mexico, nor Haiti, nor Indo- 
nesia, nor any country in the so-called 
underdeveloped belt. 

We, as professionals in the field of 
health, have the primary responsibility 
for assuring that this great force, which 
is expressing itself with explosive rapid- 
ity, is utilized to the fullest extent in the 
furtherance of freedom and the establish- 
ment of peace. It is encumbent upon us 
not only to recognize it but to understand 
it much more deeply than we do today. 
As in the case of any great force, it can 
be used well or badly for good or for 
evil. Its proper use is our particular and 
inescapable world responsibility. May we 
discharge it wisely and for the betterment 
of ali mankind. 


PREVENTION OF EMOTIONAL AND 
BEHAVIORAL DISTURBANCES* 


Henry C. Schumacher, M.D., Chief 


Mental Health Services, San Francisco 
Regional Office, U.S. Public Health Service 


I appreciate the opportunity to talk 
with you about prevention—prevention 
not only of psychotic states, but also of 
the many other types of emotional and 
behavioral disturbances. We sometimes 
forget that the psychoses are but as a 
drop in the bucket compared to the total 
volume of emotional and behavioral dis- 
turbances. Our own attitude toward the 
problem of the mentally ill, that is, the 
psychotic, which is one of anxiety and 
even fear and dread, probably is the rea- 
son that this group of disorders concern 
us much more than their total number 
really warrants. In a certain sense this is 
true also of those persons who are insti- 
tutionalized in prisons and correctional 
schools. Society—and we are a part of 
it—insists that certain kinds of mental 
and behavioral disorders be institution- 
alized. Undoubtedly, many of those to- 
day in the mental hospital, the prison, 
and the correctional camp and_ school 
could be more adequately cared for out- 
side the institution. 

In the case of the mentally ill, society 
feels that those who are dangerous to 
self, or to others, or a social menace to 
the community, must be institutionalized. 
But of the total number of hospitalized 
psychotic patients only perhaps one out 
of four are of that kind. To be sure, 
others may profit from the treatment re- 
ceived. Yet, the question can well be 


“Reprinted from California’s Health, Febru- 
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raised, is the State hospital the only or 
even the most desirable place for them to 
receive such treatment? As you may 
know, a grant has been made to the De- 
partment of Mental Hygiene for the pur- 
pose of trying to determine what kinds 
of patients can be cared for as well, or 
better, in an extramural setting who now 
must go to mental hospitals. At the pres- 
ent time there is little factual data con- 
cerning this problem, but such evidence 
as we have would seem to indicate that 
this may be as many as two, or possibly 
three, out of every four now committed 
to mental hospitals. I am sure that those 
of you working in the adult and juvenile 
correctional fields are also quite aware 
that entirely too many persons are sent 
to institutions; or put in other words, 


that many of these persons now institu- 
tionalized could be cared for in the com- 
munity with as good and probably better 
end results. 

But now to come specifically to pre- 
vention. This can be divided into pri- 
mary prevention and secondary preven- 
tion or control. Secondary prevention or 
control aims at early treatment and pre- 
venting relapse, or keeping the condition 
from getting worse, that is, becoming 
hazardous to self or others. 


PRIMARY PREVENTION 


Unfortunately, there seems to be a 
commonly held belief that we know noth- 
ing at all about primary prevention. All 
too often those who ought to know bet- 
ter have made such unjustified statements. 
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“Let us look at the record. Pellagra and 
pernicious anemia formerly brought many 
patients to the mental hospital. Lead and 
other heavy metal encephalitic states are 
today practically unknown to mental hos- 
pitals. The traumatic psychoses have 
been greatly reduced: So also the post- 
infectious disease psychotic states, of 
which syphilitic psychotic states are ex- 
cellent examples. Neither does one see 
the former frequency of post-partum 
psychotic states. In the field of mental 
subnormality there too has been much 
progress in primary prevention. Partic- 
ularly is this true of such states as are 
determined by the circumstances of preg- 
nancy, such as maternal rubella and 
rhesus and other blood factor incom- 
patibilities. The incidence of subnormal- 


ity due to traumatic conditions due to 
birth or accident, as well as post-natal 
subnormality resulting from such causes 
as lead encephalopathy, and other infec- 
tious meningitic and encephalitic states 
has been lowered. 

Unfortunately, all that’ today is known 
about causation is not put into practice 
in any of the fields of emotional and be- 
havioral disturbances. This is particular- 
ly true in the field of psychological and 
cultural causation. For example, in the 
field of obstetrics much more could be 
done in counselling not only the pregnant 
woman but also her husband. Fears, 
worries and anxieties, some on deep- 
seated psychological grounds, others more 
strictly culturally determined haunt the 
prospective parents. The Antioch studies 


Journal A.O.A, 

April, 1956 
as well as others are throwing light on 
the profound hormonal and_ nutritional 
disturbances so caused. Then, too, such 
psychological and cultural conditioned 
disturbances are often the reasons for 
the attempts at interrupting the preg- 
nancy. Such disturbances may have a 
bearing on the problem of prematurity. 
Instead of falling back on genetics and 
heredity as an explanation for the dis- 
turbed behavior of the infant, it would 
be much better to attempt to deal with 
the psychological and cultural disturh- 
ances of the pregnant woman. 

We also know that certain things sre 
still happening at the time of delivery 
which need not happen. Some of these 
things are quite definitely culturally de- 
termined; for example, the demand 
the modern woman for a complete loss 
of recognition that she had anything to 
do with the birth. She does this by de- 
manding a lot of anesthesia which, in 
turn, may create a serious problem for 
the child about to be born. Now, I am 
not unaware that there are a lot of pros 
and cons as to the effect of anoxia, but 
I think there is some good evidence to 
show that it makes a difference. It can 
be shown in rat experiments that the 
amount of oxygen, and particularly the 
timing of the amount of oxygen, is an 
extremely important matter. 

KNOWLEDGE INTO PRACTICE 

So prevention implies that these bits of 
knowledge, some of them still quite im- 
perfect to be sure, but nevertheless ap- 
plicable and of value at the moment, be 
really put into practice by those who 
have concern with that problem, in this 
instance by the obstetrician. Attention to 
the physical organic factors in pregnancy 
is not enough. The obstetrician needs to 
be better informed about and trained in 
his task of dealing with the total patient 
and the situation in which the patient 
finds herself. 

Now, coming to the post-natal period, 
the facts are that many women, and men 
too, are asking for help and guidance 
about their own confused state in the 
rearing of children. But only to a limited 
extent do they get help from the average 
practitioner. My point in making these 
remarks is not to be critical of the prac- 
titioners of medicine at all, but rather to 
point out that a better educational pro- 
gram for them is an important factor in 
prevention. This is up to those of us 
who from our fields of knowledge can 
make a contribution. They need to he- 
come aware of the role that they play 
in a preventive mental health program. 
This is to be no attempt to make them psy- 
chiatrists, but rather to sharpen up their 
perception of what can be done in their 
field of activity and to help and encour- 
age them to practice it to the degree that 
you would expect the modernly trained 
specialist to do. He must be helped, too, 
to be aware of what is beyond his ability 
and when to refer it te someone more 
adequately trained. But certainly the 
pediatrician is in an unique position to 
help a mother with the problems she has. 
I am sure that you who have had expe- 
rience in working in a well-child confer- 
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ence know well that if you give the 
mother an opportunity to talk she will 
bring out her psychological as well as 
her physical concerns regarding the child. 
The pediatrician must be taught how to 
listen in order to gain the confidence of 
the parent, for then only will he be told 
about the things in the family setting 
which are of real concern. 

In this age when young couples mate 
whose cultural backgrounds are quite 
different, there is much concern about 
the rearing of the child. Whose culture 
pattern shall be followed, the wife’s, the 
husband’s, his parents’, her parents’? And 
when quarreling over this ensues, it is 
the child who suffers. Such disagree- 
ments over discipline, feeding, toilet 
training, etc., are common causes not 
only for warped emotional attitudes but 
also for psychosomatic disturbances in 
the child. Such parental conflicts over 
child rearing also affect the adults, and 
tension symptomatology is a common end 
result. Dynamic psychology has stressed 
the importance of these disturbed inter- 
personal relationships of parent and child 
and parent and parent. It would appear 
that sound counselling and guidance— 
psychotherapy if you will—by pediatri- 
cian and public health nurse would tend 
to prevent much of such emotional and 
physiological maladjustments. 


MEETING CHILDREN’S NEEDS 

Modern society has made it necessary 
for many mothers to work outside their 
own homes. The work of Skeels, Spitz, 
3owlby and others has shown the effect 
upon the child of a lack of mothering. 
Yet, the State of California over the last 
several years has debated whether there 
was a need for child-care centers. Not 
only is there need for such centers, but 
there is need for in-service training of 
the personnel who operate such centers 
in order that the needs of the children be 
satisfactorily met. Here, again, is a place 
for sound preventive work. There are 
other groups who are responsible for 
seeing that children’s needs are met. 
Public welfare through its Aid for De- 
pendent Children, for example, has thou- 
sands of children on its rolls. Unfortu- 
nately, the true philosophy of Social Se- 
curity is not often practiced. The objec- 
tive should be to put a floor under the 
family below which it is not economical 
to sink and then to provide such skilled 
services as to rehabilitate and to main- 
tain normal development; social-emo- 
tional as well as physical. This requires 
competently trained social workers as 
hasic staff. Since this is rarely the case 
at the present time, in-service training is 
essential. Here again the objective is 
prevention. The lack of that is well ex- 
pressed in today’s clamor for treatment 
institutions for children. I do not doubt 
the need at the present time for such 
facilities, due in great part to neglect and 
unskilled care. But I do doubt the wis- 
dom of emphasizing such rehabilitative 
Services at the expense of preventive 
work. 

Now let us look at the school situation. 
Here again we have children and adults. 
Yet, the concern tends to focus on the 
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children. The school staff—principals, su- 
pervisors, and teachers—is overlooked. 
But these adults frequently create prob- 
lems for the children. The need to un- 
derstand their own feelings and attitudes 
about children and the social milieu from 
which they come. School people tend to 
come from middle class culture homes. 
They frequently entertain the prejudices 
and biases of that group. All too often 
they find it difficult to accept certain 
kinds of behavior. They tend to meet it 
head on. This is one of the reasons why 
gangs are formed; namely, to revenge 
themselves on people who cause them to 
feel shame and who make them feel in- 
ferior. The point I wish to make is that 
the problems do not reside only in the 
child. In work with the schools it is 


necessary to work also with the teachers 


and principals about their own problems 
in relation to the child and often his 
parents too. Then, too, there are teacher- 
teacher problems and __ teacher-princi- 
pal problems which require atten- 
tion. Left uncared for, their disturbed 
feelings, often of hostility, will be taken 
out on the children. Prevention work re- 
lates then to teacher selection, sound 
school organization, proper curriculum 
to meet the needs of each individual child 
and a thorough understanding of the sub- 
culture variants. 


Once again I must emphasize the need 
to teach those who work in close re- 
lationship with others if prevention is to 
be practiced. I have illustrated that in 
regard to practitioners of medicine, pub- 
lic health nurses, parents, social workers, 
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and school people. But the clergy, the 
peace officer, the probation and parole 
worker, the personnel officer, the job su- 
pervisor, and others who work in respon- 
sible roles with people must also be 
reached. Not only must they see the op- 
portunity they have for preventive work, 
but they need to understand that their 
own feelings, biases and prejudices often 
stand between them and a job well done. 
It is much more important to reach these 
responsible people than to carry on the 
shot-gun type of effort*most commonly 
practiced by Mental Health Associations. 


SECONDARY PREVENTION 


It is difficult to draw a hard and fast 
line between primary and secondary pre- 
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vention. Secondary prevention concerns 
itself with an already identifiable prob- 
lem. All too often one does not see the 
emotionally disturbed adult before dam- 
age has been done the child. Fortunately, 
however, many children’s problems are 
deviations within the normal rather than 
aberrations from the normal. The child 
will need an opportunity to perceive his 
dynamic environment differently. This 
requires working with the adults pri- 
marily, although often work with the 
child is also required. Many of these 
problems can well be handled by social 
workers and clinical psychologists. Much 
depends on their training. They must 
know when the problem is beyond their 
competency and needs to be referred to 
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the psychiatrist. But, I repeat, many of 
the problems do not require psychiatric 
care. It is one of the unfortunate end 
results in the seeking of professional 
status that too many social workers have 
become too highly specialized. Or prob- 
ably I should say, they have forgottet 
they were social workers. Not all people 
who need help will seek it. Many will 
not come to offices for formal office in- 
terviews. Neither do they need to. But 
the situation in which they find them- 
selves does need something done about it. 
Community organization can be a means 
to effect controls. 


It is a mistake to assume that delin- 
quent children, for example, all come 
from homes of delinquent parents. A 
child of school age lives his life progres- 
sively more influenced by factors outside 
his home. He is often thrown into con- 
flict because he cannot reconcile the 
values taught him in his own home with 
the values he feels are now necessary in 
order to save himself from insult, shame 
and feelings of difference and inferiority. 
To protect himself, he joins with others 
somewhat similarly motivated and seeks 
to revenge himself. The more he finds 
the world outside his home disturbing 
the greater the injustice seems to be. So 
school misgrading, teacher’s objection to 
his lower culture status way of behaving 
such as his aggression and shoving people 
about, and peer culture rivalry, make 
school and often community a not very 
desirable place. Adding insult to injury 
is the failure to provide jobs for the 17- 
to 20-year-old group through which they 
could earn money and hopefully buy 
status and obtain stability. School and 
community need to tackle this problem 
or undoubtedly there wiil be a further 
increase in delinquency. The juvenile 
court as a community agency needs more 
and better trained probation officers. But 
above all, all of the community agencies 
need to work together each carrying out 
its own job but in a cooperative endeavor. 
And it must be a community project re- 
sponsible to local level authority. Entire- 
ly too much time is misspent when local 
resources are only vaguely known and 
where there exists no local responsibility 
for the work which is to be done. No- 
where is this better shown than in the 
activity of those responsible for “after 
care,” such as State probation and parole 
officers and the social workers responsi- 
ble for the after care of mental hospital 
patients. Much sound secondary preven- 
tive work is vitiated as a result of the 
inability to follow through. The person 
returning from prison, correctional insti- 
tution or hospital, returns to the samc 
environmental situation which originally 
played perhaps a major role in his diffi- 
culties. The remarkable thing is the 
amount of success agencies do have un- 
der the trying conditions the work is 
done. I am sure every institutional officiai 
sometimes wonders whether he has the 
right person—the one he has or the one 
back home who is responsible directly or 
indirectly for this one’s troubles. Some 
of those institutionalized realize this and 
refuse to go back home. As you know, 
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it appears that there is a higher rate of 
return to the institution when the patient 
has no insight into his family and com- 
munity situation. 

It would appear then that secondary 
prevention implies recognition of these 
adverse family and community situations 
and a concerted effort to do something 
about them. One step in this direction 
would be not to remove the patient from 
the locale in which his behavior became 
abnormal. This implies treating the total 
person and his situation. Above all, it 
means that preventive endeavor demands 
that an educational program be carried 
on with those who have a responsibility 
for working with people. 


A mother of a retarded child suggests . . . 


SOME POINTERS FOR 
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ren 

One of the most heart-warming aspects 
of being the mother of a retarded child 
these days is in being a part of a pro- 
found partnership which is developing 
between lay and professional people. 

Of all life’s problems, those presented 
by a handicapped child (and particularly 
a mentally handicapped child) require the 
utmost in teamwork within professions, 
among professions, and between profes- 
sional and lay people, especially parents. 

All over the country we parents are 
attempting to assume responsibilities ap- 
propriate to the partnership through help- 
ing to define our separate roles and in 
heightening our communications in order 
to save other families from unnecessary 
trauma. 

Dr. Martha M. Eliot, Chief of the 
Children’s Bureau recently said: 

“When officials of public agencies ask 
what kinds of services should be provid- 
ed for retarded children, my advice is 
‘ask the parents’. . . [they] are often 
best qualified to say what help they need, 
though professional persons will have to 
provide the hows.”* 

Thus, we laymen and professionals are 
indispensable to one another in our ef- 
forts to make up for past neglect of this 
serious medical, emotional, social, and 
educational problem. 

Perhaps I can bring together for the 
readers of this journal for professionals 
some of the written and spoken insights 
which have come my way from both pro- 
fessional workers and parents. These, I 
feel, are relevant for those of you who 
find it your task to help families face 
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to take a mother’s couched remarks and 
detect that they spell “worry.” Often we 
parents are concerned just as early as our 
practitioner, but we are reluctant to put 
our fears and worries into words. How- 
ever, we give plenty of hints that we 
want our professional counselor to help 
us get them into words, to lead us on 
the proper course—whether that means 
waiting a while or consulting with spe- 
cialists immediately. It is a wise coun- 
selor who knows when he does not have 
the answers and is willing to admit it. 

One of my psychiatrist friends put it 
this way: 

“When I am faced with a worried 
mother or father J have got a problem. 
Either there is something wrong with the 
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this heartbreaking problem—whether you 
are physicians, psychologists, social work- 
ers, nurses, teachers, or administrators. 
On the basis of these and my own expe- 
rience I urge: 

1. Tell us the nature of our problem 

as soon as possible. 

When I said this to a class of students 
of child psychiatry at the University of 
Minnesota Medical School, I was asked 
by an alert student, “But Mrs. Patterson, 
what can the physician do when he is not 
sure himself and doesn’t want to worry 
the parents?” 

“Just be honest with us, 
reply. 

It takes great sensitivity and intuition 
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child, or something wrong with the par- 
ents, or both. And if I can’t identify the 
trouble, then I am obligated to get this 
family to someone who can.” 

2. Always see both parents. 

Fathers are parents, too, and all pro- 
fessional workers need to be reminded of 
this. Both parents should be present 
whenever possible, and at least on first 
consultations regarding a child’s handi- 
cap. 

It is very difficult for a mother to go 
home and restate, interpret, and answer 
questions about a problem she does not 
clearly understand herself. Often the 
problem, with its fears, has brought 
about a lack of communication between 
mother and father. This is particularly 
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true in a young marriage or when the 
retarded child is the first child. Estab- 
lishing adequate communication is diffi- 
cult in any marriage. Finding the words 
to support one another in this problem 
has been impossible for some of us. We 
have needed an objective person through 
whom to talk. 

Unfortunately, all husbands (and 
wives) are not like the one who, when 
he learned that their little daughter would 
not progress like other children, said to 
his wife: “Honey, we don’t know what 
lies ahead of us—but whatever it is, we 
can handle it because we are strong 
people.” 

Many of us can find this strength, how- 
ever, if you will help us. 
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Another reason for seeing both parents 
is that both need to be pulled along to- 
gether in their understanding and accept- 
ance. I have seen too many mothers who 
realized the need for institutional care 
and were ready to “place” a child while 
the fathers trailed behind ignoring reality, 
not to recognize the great need for a 
common understanding. Sometimes it is 
the mother who will not admit that some- 
thing is wrong and insists that her child 
stay in regular school classes when a 
special course of study is indicated, while 
the father suffers along in silence, afraid 
to precipitate the issue. If you but knew 
the isolation that can exist behind our 
four walls! 


3. Watch your language. 

Parents need to understand the impli- 
cations of their problem, but too often we 
are given professional gobbledegook, or 
at the other extreme, plain talk of an ob- 
noxious variety. Words like “idiot,” “mo- 
ron,” and “feebleminded” used to be ex- 
cellent and descriptive clinical terms but 
they no longer apply te our retarded 
children. Unimaginative writers and pur- 
veyors of so-called humor have polluted 
the meanings with connotations of social 
or moral deficiency in the mentally nor- 
mal. 


On the other hand, there was the doc- 
tor at a residential institution who wrote 
to two parents stating that their son was 
ill with “cervical lymphatic adenitis.” The 
worried family did considerable research 
to find that the child simply had swollen 
glands of the neck. 

The child psychiatrist, into whose 
capable hands my husband and I finally 
could put our problem, was very sensitive 
in his use of words. He avoided ‘“mo- 
ron,” “feebleminded” and even “mental 
retardation” by encouraging us to evalu- 
ate our child’s developmental status. And 
when he confirmed our findings, we felt 
quite pleased with ourselves. He always 
referred to our boy as “your son,” “your 
lad,” or “Stephen” with a voice filled 
with great compassion so that we started 
thinking more about Steve’s problem and 
less about our own hurt egos. 


4. Help us to see that this is OUR 
problem. 

One way, of course, is by example— 
by not taking the problem over for us. 

Too many well-meaning professional 
people in the past have thought they 
knew what was good for us and have 
recommended, even insisted on, institu- 
tionalization. We know, now, that de- 
nial of ‘the existence of the child is not 
the solution for either child or parent, 
that abandonment is not the answer, and 
that it is psychiatrically unhealthy to 
rob parents of their responsibility for 
planning. Only as we parents are helped 
to work through our problems can we 
find any peace of mind. If we have not 
planned for our child ourselves, if some- 
one elise has made the decisions, we have 
not really made up our own minds and 
so must keep going over the ground 
again and again. We may never be at 
peace with the solution which was reached 
for us. 
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Administrators of institutions tell us 
that the best help for families in adjust- 
ing to their child’s placement is the fact 
that the parents themselves have decided 
—wwith adequate professional guidance, of 
course — that placement is best for the 
child in relation to the total family wel- 
fare. 

There is another reason for showing 
us that this is our problem. You have -no 
idea how much unprofessional, unsolicit- 
ed, and untried advice we get from well- 
meaning people—our neighbors, relatives, 
friends and even strangers standing on 
street corners. When, with your guidance 
and example, we realize that this is our 
problem, we can shut our ears to the 
static and rely on our own judgment. 
But we need your professional support in 
helping us to feel competent in making 
these decisions, your confidence that we 
will ultimately make the proper decision 
for care in our particular case, your as- 
surance that there is no failure if we 
change our plan when circumstances 
change—life situations and retarded chil- 
dren present different problems at differ- 
et times. You can help us explore the 
possibilities for meeting our problem; 
support us in adjusting to our decision; 
act aS a continuing sounding board 
against which we can bounce our own 
thinking; and give us a good, sturdy 
shoulder on which to lean when we get 
dizzy going through the maze of de- 
cisions, 


5. Help us to understand our problem. 


Parents differ in the quantity and qual- 
ity of information they can absorb during 
different phases of this problem. What 
they want and need depends greatly on 
the individual, but many of us have had 
to search for the knowledge we needed 
in order to understand our child. 

Six years ago, when I began my search, 
a severe scarcity existed in printed ma- 
terial on the subject of mental retarda- 
tion. Today, there are many fine and 
helpful publications in this field. One of 
the best that I have seen for new parents 
is Jacob’s “New Hope for the Retarded 
Child,”* which is inexpensive enough to 
be used as a handout. Many other books, 
bibliographies, journals, and pamphlets 
provide excellent sources for parents. 

Regardless of what we parents are able 
to read and absorb, we will always have 
questions to ask. We will continue to 
need support from someone, whether our 
child is at home or away—particularly in 
those days which follow the confirmation 
that mental retardation is our problem. 

One medical counselor asks parents to 
come back several weeks after he has 
given them the bad news, knowing that 
they will have questions which could not 
come to the surface during the emotional 
strain of hearing the verdict. Moreover, 
he sees to it that the parents get to a 
social worker and he also urges them to 
join an association for retarded children. 

Frequently he turns their names over 
to the local association’s “parents counsel 
committee” requesting that some mature 
couple—a mother and a father—call on 
them. He has found that parents who 
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have successfully faced their problems 
can offer a special kind of help to new 
families which transcends his profes- 
sional services. Further, he has seen the 
therapeutic effects of parents working 
together in organizations to improve the 
lot of the retarded and their families. In- 
cidentally, he was initially one of the 
“pros” who were afraid of this “lay” 
movement. 

6. Know your resources. 

In referring to services, Dr. Eliot has 
called the retarded child “nobody’s baby.” 
Certainly there is evidence in most States 
that services are disjointed and unco- 
ordinated. Rarely is there any one place 
which can put parents in touch with the 
resources that are available. 
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In Minnesota, where the county social 
worker is the local resource for parents, 
a booklet, “You Are Not Alone,” telling 
parents where and how to seek help, has 
been distributed to members of the 
State medical association, county welfare 
boards, clergymen of all faiths, family 
and welfare services, clinics, public-health 
nurses, associations for retarded children, 
and newspaper editors in the hopes that 
the booklet (or the information) will be 
passed along to parents. It was produced 
by the statewide Conference Committee 
on Mental Deficiency, a professional-lay 
body. 


California has started meeting this 
problem with information centers for the 
parents of retarded children, set up in 
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Los Angeles and San Francisco by the 
State department of mental hygiene. The 
psychiatric social workers assigned to 
this task have a variety of functions— 
counseling individual parents, putting 
them in touch with resources, providing 
information to public and private agen- 
cies, and serving as consultants in com- 
munity planning. 

Other States are developing a network 
of clinics with built-in social services for 
the sustaining help which is so necessary. 

Anyone who has carried a handicapped 
child from one waiting room to the next 
in an effort to gather resources into one 
piece, will appreciate the significance of 
these several efforts to avail parents of 
the services that do exist. 


7. Never put us on the defensive. 


All parents make mistakes in raising 
children. Those of us who have a re- 
tarded child are bound to make errors, 
but we should not be made to feel guilty 
about them. 


One day I said to my medical coun- 
selor: “You know, of course, that I was 
angry at you for a good long time for 
‘confirming my diagnosis,’ but never once 
have you put me on the defensive about 
it or any of the mistakes that we have 
made in relation to Steve.” 


“Why should I?” he countered. “How 
do I know I could have done any better 
than you, had I been in your circum- 
stances ?” 
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He went on to give this definition of 
“good parents”: 
“Parents are good parents, when to the 
best of their ability, understanding, and 
circumstances, they meet as adequately as 
possible the needs of their children.” 


8. Remember that parents of retarde: 
children are just people. 


This has been my most amazing dis- 
covery. We are just people with a se- 
rious problem, a great sorrow—a living 
sorrow. We have the same strengths and 
weaknesses as others in the general popu- 
lation. We have the same problems, the 
same handicaps. But when the burden 
of mental retardation is heaped upon us, 
often these problems and defects are 
magnified and we, in turn, create prob- 
lems for those of you who must deal 
with us. But as a group, I do not think 
we should be considered abnormal, par- 
ticularly in view of the poor cultural at- 
titude towards our problem, the lack of 
interest and services, and the fact that 
some parents have made great personal 
and family sacrifices to carry this “cause” 
to the public conscience. 


You cannot generalize about parents of 
retarded children any more than you can 
generalize about retarded children. Gift- 
ed, average, or limited, any of us can find 
our problems complicated by our own 
emotional makeup. Professional people 
working with us must learn to appraise 
these variables in our intelligence and 
emotional stability. 


Apropos of this are the technical arti- 
cles which some of us read. Why do we 
always face such words as “anxieties, 
hostilities, frustrations, guilt-feelings,” 
and other emotionally charged words to 
describe our reactions? Such pseudosci- 
entific certainties merely serve to make 
parents feel even more inadequate, it 
seems to me. 


You should take seriously the comment 
of a New Jersey parent: ‘ Is not 
what appears to be ‘guilt feelings’ to 
professionals, merely concern with the 
child’s welfare, mingled with grief over 
his handicap ?’” 

“All parents experience some feelings 
of guilt about illness in their children 

” Dr. Julius B. Richmond, pedia- 
trician, of Syracuse University has said. 
If outward manifestations of these feel- 
ings persist in us after you have assured 
us that “no act of omission or commis- 
sion” on our part has been responsible 
for the condition of our child, perhaps 
our feelis:s might be more aptly de- 
scribed as “regret.” We are bound to 
feel regret if we have rejected this child, 
if we have struck out at him and create: 
problems for him. With this regret we 
very likely feel anger at not having ha: 
the proper guidance at the times we 
needed it. 

Might not some of our hostility be 
nothing more than righteous indignation 
over the neglect of our problem? Actual!- 
ly, if some of the pioneers in the parent 
group movement had not become “mad” 
in the early days, our problem would 
still be largely ignored. Who can say, on 
the basis of present knowledge, when 
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anxieties are neurotic overreactions, if 
parents must ask: “What will happen to 
this child after we are gone?” “How can 
we pay for expensive care outside our 
home?” “Where can we hire a sitter so 
that we can take a vacation?” 


Whatever labels we use for these feel- 
ines, they have added up to a great de- 
termination—you might call it “compul- 
sion”’—for some of us to see to it that 
new parents coming along can walk a 
smoother path. And there is considerable 
evidence that many of these new parents 
are avoiding some of the emotional scars 
which some of us bear. 

Dan Boyd, a New Jersey parent, has 
described three stages in the growth of a 
parent of a mentally retarded child: (1) 
Why did this happen to me? (Self pity.) 
(2) What can I do for my own child and 
family? (3) What can we do for others? 

These stages can be intermingled. The 
fact that a parent is working in an or- 
ganization “to help all retarded children” 
does not necessarily mean that he has 
grown with his own problem. Some can 
be stage-3 leaders, without having gradu- 
ated from stage 1. Such self-pitying par- 
ents are the hardest to help. It often 
takes a long wait and the greatest skill 
on the part of professional counselors 
and their parent counterparts to help 
them to begin to make realistic plans for 
their own child. 

Most parents, however, mature quite 
rapidly under the stimulus of the group. 
Self-pity fades when they find that they 
are not alone. Soon they are seeking to 
learn from and emulate the parents who 
have met their problems successfully. 
And before they know it, they are ex- 
periencing the healing that goes with 
helping another family. Some move on 
to be eager for all parents to have access 
to the organization which has rescued 
them from desolation. 

Even these mature stage-3 parents can 
slip back, temporarily, into stage 2, when 
a problem arises at home or when pre- 
vious decisions must be reviewed. During 
these times we can be very difficult. Then 
you must support us, while feeling “noth- 
ing but plain, simple, humble reverence 
before the mystery of our misfortune,” 
to use the words of John Cowper 
Powys.’ 

This means that you must look at your 
own feelings about us and our children. 
If you do not have a natural feeling of 
concern for the mentally retarded, if you 
feel indifferent to or repelled by children 
who are not mentally normal or by par- 
ents under great stress, then you should 
not be dealing with us at all. 


9. Remember that we are parents and 

that you are professionals. 

Some of us are becoming so well-in- 
formed in certain areas of this problem 
and we are associating with you in so 
many different pursuits that, at times, it 
must be difficult to remember that we 
are parents and, as such, will always be 
emotionally involved with our own prob- 
lem and our own child, regardless of the 
“objectivity” we may have about the 
problem generally, or another family’s 
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problem, specifically. In communicating 
with us you must be clear as to whether 
you are speaking as counselor to client, 
adviser to organization member, co- 
worker, or personal friend. In this we 
expect you to use professional judgment. 


For example, don’t in front of us: be- 
little or countermand the opinion of one 
of your professional partners ; make criti- 
cal remarks about other parents and their 
handling of their child; jump to conclu- 
sions about our case without adequate 
clinical study or knowledge of the facts. 
And, of course, don’t try to do a job that 
is outside of your professional discipline. 

When we see so much that needs to be 
done, we have little time for professional 
jealousies, or for the individual who uses 


mental retardation as a ladder to personal 
success. It does not take long for us to 
pigeonhole a “problem professional” 
whose own emotional difficulties are get- 
ting in the way of our efforts. 


10. Remember the importance of your 
attitude toward us. 


Sometimes I think your colleagues 
place too much emphasis on “objectivity” 
and not enough on “loving kindness.” 
Certainly we expect you to be objective 
about our problem. But about us? Never! 
A really gifted professional person can- 
not help feeling —being subjective, at- 
tempting to stand in our shoes and to 
look at our problem through our eyes— 
in the process of helping us. Psychia- 
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trists call this “empathy.” It is only 
through empathy that you can divine the 
proper words and acts to help us. 

There are greater depths and breadths 
in helping parents of retarded children 
than many of you have realized in your 
initial attempts. It has been as exciting 
for some of us parents to watch profes- 
sionals grow as it has been rewarding 
for professionals to watch some of us 
parents grow. We can help each other 
become more effective people through our 
partnership. 

You are obligated, it seems to me, to 
“feelingly persuade” us as Shakespeare 
said, to help us find “what we are.” We 
have many strengths. If you can help us 
convert our problem into good for man- 


kind, help us find the sweetness in the 
uses of our adversity, you will find a far 
more precious jewel in your profession- 
alism than you ever thought existed. 

And you will be professionals in the 
most noble and magnificent sense of the 
word. 
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EPIDEMIOLOGY OF LEUKEMIA* 
By Gilcin F. Meadors, M.D.+ 


Most definitions of leukemia incor- 
porate the concept that it is an “in- 
variably fatal systemic disease of un- 
known etiology primarily involving thie 
blood forming organs . . . characterized 
by widespread, rapid, and disorderly pro- 
liferation of the leukocytes and their pre- 
cursors and by the presence, almost with- 
out exception, at some time during the 
course of the disease, of immature leuko- 
cytes in the blood often in very large 
numbers.”" 

Leukemia is a rare disease, but because 
of its fatal character it exceeds as a 
cause of death many of the acute com- 
municable diseases such as diphtheria, 
smallpox, and poliomyelitis. In 1950, it 
was the stated cause of 8,845 deaths out 
of a total of 210,723 deaths from cancer 
and 1,452,454 deaths from all causes. The 
unknown nature of its causation, the fact 
that it occurs most frequently in the 
acute form in childhood, and its in- 
variably fatal outcome contribute to mak- 
ing leukemia a matter of interest and 
concern to the layman and a challenge to 
the scientist, the clinician, and the epi- 
demiologist somewhat out of proportion 
to its position in the list of causes of 
death. 


CHARACTERISTICS 


Leukemia occurs at all ages. It has 
been reported as present at birth’ or as 
diagnosed during the neonatal period,’ 
and it has been recorded in one woman 
who was 102 years old.* It may be fatal 
in a few weeks, as far as the clinical 
course is concerned, yet one patient was 
observed for 29 years with the disease 
in its chronic form.’ 

Morphologically, leukemia is classified 
as myeloid, lymphoid, or monocytic, ac- 
cording to the type of leukocyte or pre- 
cursor involved. It is further grouped 
into acute and subacute, or chronic, types, 
according to the relative frequency of the 
immature or blast forms appearing in the 
bone marrow or blood. The percentage 
of patients with an unclassified cell type 


CLINICAL 


*Reprinted from Public Health Reports. 


+Dr. Meadors, now a private practitioner in 
Damascus, Md., was formerly chief of the 
Technical Services Branch of the National Can- 
cer Institute, National Institutes of Health, 
Public Health Service. This is a revision of 4 
paper presented before the Public Health Can- 
cer Association at the 8ist Annual Meeting of 
the American Public Health Association in 
New York, November 9, 1953. 
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of acute leukemia varies from hospital 
to hospital and ranges from nearly zero 
to 40 percent or more. Aleukemic forms 
of the disease, with normal or depressed 
total leukocyte counts in the circulating 
blood, have been described for most cell 
types. 

Leukemia is related to other lympho- 
mas, such as lymphosarcoma, which occa- 
sionally may first become manifest clin- 
ically as leukemia or which may have a 
transient or terminal leukemic phase.” 
Leukemia also occurs terminally in 20 to 
30 percent of the patients with polycythe- 
mia vera. Hemorrhage, anemia, intercur- 
rent infection and toxemia, and symp- 
toms arising from enlargement of the 
liver and spleen are characteristic of the 
clinical disease. The rapidity of develop- 
ment and severity of symptoms, the num- 
ber and duration of remissions, and the 
length of survival have classically distin- 
guished the acute from the chronic clini- 
cal course. Degree of response to spe- 
cific chemotherapeutic agents may provide 
ai additional dimension for differentiation 
of subgroups. 

The relative frequency of the acute 
and the chronic forms in both clinical 
and autopsy series suggests that the acute 
form is more common in children and 
youths, and the chronic form occurs more 
frequently in older persons. Frequency 
distributions from these and similar 
sources cannot be related to the popula- 
tion at risk. The apparent difference in 
age selection of acute leukemia, in par- 
ticular, may be of a different order from 
that currently accepted. 


PROBLEMS OF CLASSIFICATION 

As pointed out by Gilliam,* the classifi- 
cation of leukemia in the sixth revision 
of the International Lists of Diseases 
and Causes of Death (1948) is probably 
as detailed as is realistic for routine re- 
cording of deaths. It provides for classifi- 
cation of leukemia by cell type, but no 
distinction is made between the acute 
and chronic forms of these entities. Un- 
til 1910, the International List included 
all leukemia under the general term of 
“anemia.” From that date Hodgkin’s dis- 
ease was tabulated under “leukemia” until 
1921, when the two entities were given 
separate rubrics. Between 1938 and 1948, 
the two forms “leukemia” and “aleu- 
kemia” were distinguished by the Inter- 
national List but with no indication of 
cell type or chronicity. 

Sacks and Seeman’ explored the 
sources of error in the reporting of leu- 
kemia as a cause of death. They came 
to the conclusion that the system of diag- 
nosis and of classification, as established 
by the fifth revision of the International 
List (1938), led to an understatement of 
deaths from leukemia, but that joint 
cause selection had no significant effect. 
Congenital leukemia is known to be over- 
looked as a cause of neonatal death.’ 
Other diagnoses, which possibly have 
been overlooked, are leukemia occurring 
in elderly patients who have died pre- 
sumably from other diseases of old age 
and in patients of all ages who have died 
of a fulminating infection relating to an 
undiagnosed acute leukemia. This latter 
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category has probably decreased in im- 
portance because of the effectiveness of 
antibiotic therapy. Beneficial results from 
the use of cortisone and chemotherapeu- 
tic agents in addition to radiation and 
blood transfusions make it likely that in 
the future a larger proportion of patients 
with leukemia, or suspected leukemia, 
will be hospitalized at some time during 
the course of their illness. Increased 
specificity of diagnosis can be expected 
and should result in more accurate death 
certification, followed by less under- 
recording of leukemia as a cause of 
death. 


In his search for clues to the etiology 
of leukemia, the epidemiologist must al- 
most perforce be dependent on records 


designed and assembled for other specific 
purposes. Sources for clues to the epi- 
demiology of leukemia include mortality 
records, cancer case registers and sur- 
veys, clinical and laboratory records, and 
results of studies of experimental leu- 
kemia. The characteristics of leukemia 
as determined from these sources are at 
times confusing, if not contradictory, 
and the question may be raised as to 
whether “the leukemias” is not a more 
appropriate term than “leukemia.” The 
acute and chronic forms of leukemia ex- 
hibit such wide differences in the clinical 
course, response to therapy, age selection, 
and micropathology that they may be 
considered as different entities, with some 
manifestations common to both. 
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Vital and clinical records should not be 
neglected as sources of leads for more 
detailed and specific studies despite the 
problems involved in diagnosis and 
classification of individual cases of leu- 
kemia and questions that may be raised 
about the adequacy of such records. The 
trend in mortality from leukemia, as the 
stated cause of death in the United States 
registration area, has been reviewed by 
Sacks and Seeman," who reported an in- 
crease in the crude rate from 19 per 1 
million population in 1900 to 37 per 1 
million in 1940. This period is used be- 
cause the United States death registra- 
tion area, prior to 1933, did not include 
all of the States and the District of Co- 
lumbia. The mortality rate has increased 


during nearly every one of those 18 
years, and the rate of increase has re- 
mained nearly constant for the entire pe- 
riod. In 1950, the rate for all males was 
67.4 and for females 49.8 per 1 million. 

The question as to whether this ob- 
served increase is “real,” that is, whether 
the risk of an individual developing leu- 
kemia is increasing or whether the risk is 
only “apparently” increasing, is the sub- 
ject of considerable discussion. It is 
agreed that a portion of the increase is 
apparent and due to the changing com- 
position of the population, with a relative 
increase in the numbers and proportion 
of older individuals who are known to 
have an increased risk for developing 
leukemia. This part of the apparent in- 
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crease in rate may be estimated and an 
adjustment of rates made. Another part 
of the apparent increase is generally at- 
tributed to increased, improved, and more 
frequently used diagnostic services for 
leukemia, and to more public and profes- 
sional interest in the disease. The influ- 
ence of the latter factors has not been 
evaluated numerically, except for ex- 
ceedingly crude estimation. And the 
amount of increase is dependent, to « 
great degree, on the convictions of the 
observer. Thus, when the question is re- 
stated, “Would you estimate that im- 
proved medical care and public and pro- 
fessional interest account for much or 
little of the increase in mortality fromm 
leukemia?” it is obvious that either less 
equivocal evidence or a direct method for 
estimating the real increase is required. 


AGE, RACE, AND SEX SELECTION 
AT DEATH 


Gilliam® has recently published an 
analysis of leukemia deaths by age, race, 
and sex, based on United States mortality 
experience during 1949. He showed that 
the risk of death from lymphatic leu- 
kemia was higher during each of the 
first two decades of life than during the 
third and fourth decades combined. From 
the fifth decade on there is a marked in- 
crease of risk with longevity. The risk 
of death from myelocytic leukemia is 
less than that from lymphatic, and there 
is no secondary peak in risk during child- 
hood. The risk of death from all forms 
of leukemia is higher for males than for 
females in both white and nonwhite races, 
the male to female ratio being 1.5 for 
each race. The ratio of white to non- 
white death rates for all forms of leu- 
kemia is 2.0 for males and 2.3 for fe- 
males. 

URBAN-RURAL DISTRIBUTION 


The reported mortality from all forms 
of leukemia and aleukemia during the 
years 1944-48 was examined for urban- 
rural differences in the United States. 
Average annual mortality rates, accord- 
ing to age and sex, were calculated for 
urban and rural residence. Urban rates 
are almost consistently higher than cor- 
responding rural rates for each age and 
sex group. In diseases for which tlie 
precision of diagnosis is dependent on 
more difficult or specialized procedures, 
this type of phenomenon is usually 
ascribed to the relative availability of 
medical care. 

When these data are plotted on a semi- 
logarithmic grid, a changing order of 
difference in rates at different ages be- 
comes apparent. The greatest urban- 
rural differences in mortality rates for 
white males appear to be at ages 10-14 
and 30-39; for white females at ages 
10-19 and 25-39. The least urban-rural 
differences in rates for white male mor- 
tality appear to be at ages 20-24 and 0-9; 
for white females at ages 20-24 and 0-9. 
The white male experience was the lars- 
est in total number and was selected for 
statistical examination of the variability 
of urban to rural ratios. Analyses of 
variance techniques were applied, and the 
variation between age groups was signiti- 
cantly greater than could be accounted 
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for by chance alone. This does not ap- 
pear consistent with the hypothesis that 
urban-rural differences in leukemia mor- 
tality are attributable for the most part 
to urban-rural variation in the availa- 
bility of medical care. 


Clemmesen, Busk, and Nielsen* ex- 
amined the topographical distribution of 
leukemia in Denmark and published dia- 
grams showing the trend of rates of 
mortality attributed to all forms of leu- 
kemia for the years 1931-45, by sex and 
by density of population at place of resi- 
dence. Age composition was not consid- 
ered. Rates for residents of rural areas 
tended to be lower than for residents of 
the capital, with provincial towns some- 
where in between. Annual fluctuations in 
the rates were wide, however, and the 
tendency in these data toward an urban- 
rural difference is not remarkable. 


SOCIOECONOMIC DISTRIBUTION OF 
DEATHS 


From rather meager published data, the 
higher death rates for leukemia appear to 
occur more commonly in the more pros- 
perous segments of the population. The 
two pieces of evidence cited display quite 
similar trends of increase in rates from 
lower to higher economic status. 


The older data are from the registrar 
general’s report dealing with mortality in 
England and Wales during the years 
1930-32." Decedents were classified ac- 
cording to recorded occupation into five 
classes: class I, professional; class III, 
skilled artisan; class V, laborers and un- 
skilled workers; classes II and IV, inter- 
mediate and mixed types of occupations 
or types not readily assignable to classes 
on either side. Deaths of men and mar- 
ried women only were considered in the 
analysis. The men were classified accord- 
ing to their own occupation and the 
women according to the occupation of 
their husbands. Standard mortality ratios 
for leukemia deaths in each class exhib- 
ited a progressive decrease from class I 
to class V. This trend is directly opposite 
to similar ratios computed for deaths 
from all forms of cancer. 

More recently, Sacks and Seeman’ 
grouped census tract populations into 
eight classes according to median month- 
ly housing rental and computed average 
annual death rates from all forms of leu- 
kemia for the years 1939-43. Aside from 
an irregularity in the trend, probably 
arising from the small number of cases 
involved, the death rates from leukemia 
increased with corresponding increases in 
average rentals. 


OTHER ETIOLOGICAL FACTORS 


In 1938, Forkner' wrote that “in a mi- 
nority of [human] cases some disease or 
incident can be found in the patient’s life 
to which the leukemia is sequential in 
time, and to which, in some degree, it 
may be related, but in the majority of 
cases no such antecedent is demonstrable.” 
Each year newly observed antecedent 
events are reported, and the evidence, 
with regard to some, is mounting that 
they provide conditions “sufficient” to in- 
duce leukemia. Hueper™ in his text on 
occupational tumors has provided the 
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most exhaustive consideration of these 
factors. 


EXPOSURE TO RADIATION 

Wynder,” in a discussion of the prac- 
tical aspects of cancer prevention, re- 
viewed the evidence for the relationship 
between the development of leukemia and 
prior exposure to radiation or to chem- 
icals suspected of having leukemogenic 
properties. His evaluation of present 
knowledge of these factors was that “no 
good evidence was at hand” except with 
respect to radiation and possibly with 
respect to benzol. Wynder’s conclusion 
with regard to radiation was based, in 
part, on analyses by March and Ulrich 
of the mortality among radiologists from 
leukemia. 


For a 20-year period ending in 1948, 
March” computed ratios of deaths from 
leukemia to all deaths for radiologists 
(4.68 percent) and for nonradiologist 
physicians (0.51 percent). He concluded 
that the risk of death from leukemia 
among radiologists was 9 or 10 times 
that of nonradiologist physicians. Dublin 
and Spiegelman“ compared age-adjusted 
death rates from leukemia for male phy- 
sicians (11.4 per 100,000) to the rate for 
the while male population (6.5) and 
found a ratio of 1.75. Later they found 
the number of deaths from leukemia 
among radiologists during 1938-42 was 
“several times the number expected on 
the basis of the mortality experience of 
all male physicians.” 
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Peller” cited age-standardized rates for 
mortality from cancer exclusive of leu- 
kemia and from leukemia for radiolo- 
gists, all other physicians, and for all 
white American males of the same age. 
He concluded that the mortality from 
leukemia was 3.5 times greater for ra- 
diologists aged 35-74 than for other phy- 
sicians, and 8.5 times that of all white 
males of similar age. These ratios are 
somewhat less than the estimates of 
March. It was his impression that part 
or all of the increase in the leukemia 
mortality took place at the expense of 
the total mortality from all cancer, in- 
cluding leukemia, though he was unable 
to confirm this from the data available. 


The fact that all persons, with even 


more prolonged exposure to radiation or 
to chemicals, do not develop leukemia 
(for example, not all radiologists die of 
leukemia) suggests that for those who 
do not succumb, some condition or condi- 
tions “necessary” to leukemogenesis are 
not operative. It has been frequently 
suggested that presence or absence of a 
hereditary predisposition might explain 
some of the vagaries of the behavior of 
the disease in a human population, that is, 
that a “cancer diathesis” might be a nec- 
essary condition for leukemogenesis. 


GENETIC PREDISPOSITION 
Videbaek” published in 1947 the re- 
sults of a genealogical study in Denmark 
ef the families of 209 leukemic probands 
selected from 310 leukemia patients on 
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the basis of availability of sufficient fam- 
ily data. The study was controlled with 
the families of 200 nonleukemic persons. 
Leukemia was found to have been diag- 
nosed in members of 17 of the 209 fam- 
ilies of leukemic probands (8.1 percent), 
and in only 1 of the 200 families of con- 
trolled nonleukemics. 

Videbaek discussed genetic mechanisms 
which are consistent with the production 
of familial aggregates of disease of this 
order and came to the conclusion that 
human leukemia seemed to be generally 
dependent on, among other conditions, « 
nonspecific hereditary predisposition to 
cancer. He estimated that this predispo- 
sition is present in at least 20 percent 
of the population and is partly dependeni 
on one or several genes which determine, 
to some degree, the localization of the 
cancer. 


There was no attempt in this study of 
genealogies to define the “other condi- 
tions” on which the occurrence of leu- 
kemia might be dependent. And _ since 
familial aggregates of similar order havc 
also been observed for diseases of both 
infectious and environmental etiology no 
conclusions can be drawn with reference 
to the relative importance of genetic fac- 
tors in the production of human leu- 
kemia. 

SUMMARY 

1. Variations in age, sex, race, and so- 
cioeconomic selection of leukemia are re- 
viewed and data on urban-rural distribu- 
tion of deaths from leukemia in the 
United States are presented. 

2. The finding that death rates from 
leukemia at certain ages are significantly 
higher in urban than rural populations of 
the United States, while at other ages 
they are of the same order, appears to be 
inconsistent with a hypothesis that the 
higher crude rates in urban population 
can be accounted for by superior diag- 
nostic services in cities. 

3. From the published data reviewed 
there is no evidence that hereditary in- 
fluences or exposure to leukemogenic 
agents are mutually exclusive in the eti- 
ology of human leukemia nor that they 
may not be considered jointly as co- 
leukemogenic factors. 
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MORTALITY CONTINUES AT RECORD 
LOW IN 1955* 


In 1955, the death rate among the Com- 
pany’s Industrial policyholders for all 
ages combined remained at the all-time 
low—6.2 per 1,000—established in 1954, 
despite outbreaks of respiratory disease 
early in the year, and the intense and 
protracted heat waves during the sum- 
mer. This figure actually understates the 
excellence of the record, because it does 
not take into account the increase that 
has occurred in the proportion of policy- 
holders at the older ages. Had the pro- 
portion at the older ages remained the 
same as in 1954, the death rate for 1955 
would have been 6.1 per 1,000 policyhold- 
ers—a new low. 

The 1955 mortality figures for the In- 
dustrial policyholders complete a con- 
tinuous series covering 45 years. These 
data provide abundant evidence that life 
among American wage-earners and their 
families has become increasingly safe. 
The death rate among these policyholders 
in 1955 was only about half that record- 
ed in 1911. Moreover, when adjustment 
is made for the increase in the average 
age of these insured lives, the reduction 
in mortality was about two thirds. Dur- 
ing this 45-year period, unparalleled ad- 
vances have been made in medical science, 
public health, and the general standard of 
living. Among the newer developments 
in medical practice have been the intro- 
duction of the sulfa drugs and the anti- 
hiotics, and far-reaching advances in sur- 
gical techniques. 


“Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, January, 1956. 
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During 1955 there were about 112,000 
deaths reported among the Industrial 
policyholders. If the death rates by age 
in each color-sex group had been the 
same as those in 1911, there would have 
been 304,000 deaths among those insured. 
In other words, approximately 192,000 
deaths were postponed in 1955 because of 
the reduction in mortality since 1911. 


MORTALITY BY SEX AND AGE 


Because of the increase in the propor- 
tion of policyholders at the older ages, 
the death rates for both white males and 
females at ages 1-74 years combined were 
practically the same in 1955 as in 1954. 
On an age-adjusted basis, the mortality 
shows a decrease of 1 percent for white 
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males and 2 percent for white females. 
The changes in death rates by age did 
not show any definite pattern in either 
sex. 

In the past 45 years, marked reductions 
in mortality were recorded at every age 
period. Among white males the de- 
crease between 1911-15 and 1955 was more 
than 90 percent at ages 1-4, and exceeded 
70 percent at every age period under 45. 
Even at ages 65-74, the death rate among 
males fell nearly 40 percent. Age for age, 
females recorded greater reductions than 
males. 


RANK OF CAUSES OF DEATH 


Nearly three out of every four deaths 
reported among the Industrial policyhold- 
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ers in 1955 were due to the cardiovascu- 
lar-renal diseases or to the malignant 
neoplasms. Far outranking every other 
cause of death were the cardiovascular- 
renal diseases, accounting for more than 
half of the total mortality in this expe- 
rience. The diseases of the coronary ar- 
teries comprised 33 percent of the cardio- 
vascular-renal group and 17 percent of 
the deaths from all causes combined. The 
malignant neoplasms were responsible for 
one death in every five. 


MAJOR CAUSES OF DEATH 


The mortality from the cardiovascular- 
renal diseases rose slightly in 1955, per- 
haps in part as a result of the excessive 


summer heat. The death rate for the year 
was 329.3 per 100,000, compared with 325.5 
for 1954, the increase reflecting largely 
the rise in the mortality from the dis- 
eases of the coronary arteries and the 
other arteriosclerotic heart diseases. 

The malignant neoplasms as a group 
showed practically no change in mortality 
from the year before. At the same time, 
the death rate from malignancies of the 
digestive system decreased about 4 per- 
cent, and that from respiratory cancer 
remained about the same. 


Diabetes mortality, like that for the 
malignant neoplasms, remained virtually 
unchanged from the rate recorded in 
1954. 
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COMMUNICABLE DISEASES 

Further progress was made during 
1955 in the control of tuberculosis, the 
death rate from the disease reaching « 
new low of 8.0 per 100,000 policyholders 
or 10 percent below that in 1954. The 
reduction has amounted to about 75 per- 
cent since 1946, when the downwari 
trend began to accelerate, and no less 
than 96 percent since 1911. 

Pneumonia and influenza combine! 
showed a fractionally higher death rat 
in 1955 than in 1954, the rise resulting 
from localized outbreaks of respirator, 
disease in the early months of the year. 

The death rate from acute poliomyelitis 
was .6 per 100,000 policyholders, com- 
pared with .7 in 1954. There was also « 
decrease in the number of cases of th: 
disease reported in the general popula- 
tion of the United States, in part attribut- 
ed to the immunization program. A total 
of 29,270 cases of acute poliomyelitis was 
reported in our country during 1955, or 
about 25 percent fewer than the 38,740 
cases reported the year before. 

The mortality from the principal com- 
municable diseases of childhood—measles, 
scarlet fever, whooping cough, and diph- 
theria—remained at the all-time low rate 
of .3 per 100,000. Forty-five years ago 
the death rate from this group of dis- 
eases was 58.9 per 100,000. 


MATERNAL MORTALITY 


The death rate from the complications 
of pregnancy and childbirth in this In- 
dustrial experience established a new 
low, although the number of births in the 
general population of the United States 
rose to a new high last year. The mor- 
tality from the hazards of childbearing 
was .9 per 100,000 policyholders in 1955, 
compared with 1.1 in 1954 and 1.8 in 
1950. 


EXTERNAL CAUSES OF DEATH 


Accidents (all forms) showed a rise in 
mortality from 35.4 per 100,000 in 1954 
to 36.7 in 1955. Most of this rise was 
accounted for by an increase in the motor 
vehicle accident death rate from 14.7 to 
15.2 per 100,000. On the other hand, the 
mortality from accidents in and about 
the home and in civilian employment de- 
creased somewhat. 

The suicide rate increased slightly from 
the all-time low of 5.7 per 100,000 es- 
tablished last year, but remained at a 
lower level than in any other year in the 
Company’s history. Hornicide, continuing 
its long-term downward trend, set a new 
low rate of 2.1 per 100,000 in 1955. 


EXPECTATION OF LIFE 

According to provisional mortality data 
for 1955, the expectation of life at birt! 
among the Industrial policyholders rose 
to a new high of 70.1 years. This is an 
increase of about one third of a yeai 
since 1954, and of somewhat more that: 
five years in the past decade. Since 1911, 
the increase has amounted to 23% years. 
The improvement has been more rapid 
for the Industrial policyholders than for 
the general population of the United 
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States. In 1911-12 the average length of 
life among these insured was about 6% 
years less than that for the population as 
a whole; at present the two are on a par. 


OUTLOOK FOR THE FUTURE 


Continuing progress may be expected 
in the control of tuberculosis, acute 
poliomyelitis, and a number of other in- 
fectious diseases. As the incidence of 
these diseases diminishes, the attention of 
the medical and public health professions 
is increasingly focused on the chronic 
diseases of middle and later life. The 
problem is by no means limited to the 
conditions which kill—such as the dis- 
eases of the heart, arteries, and kidneys 
—jut includes also those which cripple 
and disable—such as arthritis and mental 
disease. Fruitful research on the pre- 
vention and treatment of these condi- 
tions is being conducted by many investi- 
gators. The success achieved by them will 
determine in large measure the course 
of mortality in the years to come. 


MORBIDITY AND MORTALITY IN 
EARLY INFANCY* 


Infant mortality in the United States, 
as evidenced by records available since 
the organization of the birth registration 
area in 1915, has declined rather steadily. 
The rates in the Mountain and Southern 
States are somewhat higher than in the 
three other broad regions—the Northeast, 
North Central, and Pacific sections. 


Trends of infant mortality of males 
and females are parallel but the rates for 
females are considerably lower than those 
for males. Considering actual rates by 
age of the infant, the older the infant the 
more rapid the percentage decline in in- 
fant death rates. 


Reduction of rates to a comparable an- 
nual basis indicates extremely high mor- 
tality from all causes at the ages under 1 
day and 1-2 days, with an uninterrupted 
decline with age in the rates for the 12 
months of the first year of life. 


Among infants of all ages under 1 
year, the most frequent causes of illness 
are respiratory, digestive, communicable, 
and congenital malformations and dis- 
eases of early infancy. In contrast, the 
most frequent causes of death are im- 
maturity, both with and without various 
diseases of early infancy, and congenital 
malformations. Pneumonia also stands 
high as a cause of infant mortality. 


In five broad diagnosis groups for ill- 
ness and mortality, infant illness rates 
ior females are generally below those for 


“Reprinted from Public Health Reports, Oc- 
tober, 1955. 
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males, and infant mortality rates for fe- 
males are almost uniformly lower than 
for males. 

Considering an immature infant as one 
weighing 2,500 gm. or less at birth, and 
a mature infant as one weighing 2,50] 
gm. or more at birth, the neonatal infant 
mortality from all causes and from sye- 
cific causes among the mature as com- 
pared with the immature was extremely 
small. However, neonatal mortality 
among infants weighing 4,501 gm. or more 
at birth was somewhat higher than at 
the minimum, which occurred among jn- 
fants weighing 3,501-4,000 gm. 

Whooping cough, measles, and chicken- 
pox had relatively high incidence rates 
during the first year of life, and mumps 
and german measles, rather low rates in 
that period. Whooping cough and chick- 
enpox had relatively high secondary at- 
tack rates but measles, german measles, 
and mumps had relatively low such rates. 


HOME ACCIDENTS KILL MORE MEN 
THAN WOMEN* 


Fatal accidents in and about the home 
are considerably more frequent among 
men than among women at the main 
working ages—15 through 64— even 
though the men are generally not around 
the house a large part of the day. The 
experience among the Industrial policy- 
holders of the Metropolitan Life Insur- 
ance Company, covering the years 1950- 
54, showed that within this range of ages 
the home accident death rate among men 
was from 13% to more than twice that 
for women. Thus, at ages 15-24 the home 
accident death rate among male _policy- 
holders was 2.9 per 100,000, compared 
with 1.4 among females; in the age range 
25-44, the rates were 5.3 and 2.5 per 100,- 
000, respectively, and at ages 45-64 they 
were 13.2 and 7.5. Only at ages 65-74 
were the rates practically identical for 
the two sexes, at a level slightly above 
35 per 100,000. 

The higher mortality among men prior 
to age 65 cannot be explained by the re- 
cent upsurge in do-it-yourself or fix-it- 
yourself activities. A study two decades 
earlier showed a similar excess of home 
fatalities among -men. Moreover, a re- 
view of the death claim papers of the 
nearly 600 insured men, ages 15-64, who 
died in home accidents during 1953-54 
indicated that only about 6 percent of the 
fatal injuries were sustained while thx 
men were engaged in repair, maintenance, 
or improvement work. In only one in- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, January, 1956. 
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afterpains, and other painful symptoms. 


Desomide Mallard: white round, divided 
tablet containing Dipyrone 100 mgs., 
Salicylamide 100 mgs., di'Desoxyephedrine 
Hcl 1.5 mgs. 


AVAILABLE: Bottles, 100, 1000. 


There's always a Leader 


MALLARD, we. 


3021 WABASH, DETROIT 16, MICHIGAN 


stance was an accident reported as oc- 
curring in a “home workshop”; the vic- 
time was struck on the head by a piece 
of stone from an electric grinding ma- 
chine. 


Almost every important type of home 
accident generally takes a higher death 
toll among males than among females. 
Fatal falls, the leading cause of acci- 
dental injury in this study, recorded an 
excess male mortality at every age period 
under 65 years. At ages 45-64, for ex- 
ample, the death rates from this cause 
were 6.7 and 3.9 per 100,000 for men 
and women, respectively. Do-it-yourself 
activities were a minor item in the ex- 
cess male mortality from accidental falls 
in and about the home—a smaller factor 
than falls on stairs and steps. The do-it- 
yourself victims in this insurance expe- 
rience included men who fell from lad- 
ders, roofs, or scaffolds while painting 
the exterior of the house, shingling or 
repairing the roof, or adjusting or in- 
stalling television aerials on the roof. 


Little difference was found for the two 
sexes in the mortality from conflagrations 
and burns by other means, which ranked 
second to falls as a cause of fatal home 
accidents. However, in conflagrations, 
the loss of life among males was appre- 
ciably greater than for females, whereas 
in burns by other means, females suffered 
the heavier loss. Among the hazards 
which proved fatal to men working 
around the house were explosions of 
flammable liquids used to clean window 
screens or to remove paint from floors, 
and the explosion of an oil blowtorch 
used for soldering. 


The death rate from the absorption of 
poisonous gas has been reduced to very 
low levels in both sexes prior to midlife; 
at ages 45 and over, where the mortality 
is appreciable, men succumb in greater 
numbers than women. In this insurance 
experience, the death rates from gas 
poisoning at ages 45-64 were 1.8 and .5 
per 100,000 for the two sexes, respective- 
ly; at ages 65-74 the rates were 2.2 and 
1.6 per 100,000. More males than females 
died from the faulty use of utility (il- 
luminating) gas and from the running 
of automobile motors in home garages 
with doors and windows closed. How- 
ever, some of the deaths attributed to the 
accidental absorption of poisonous gas 
would probably be classified as suicides 
if all the facts were known. 


Firearm accidents in and about the 
home were considerably more frequent 
among males than among females, par- 
ticularly in adolescence and early adult 
life. In fact, among men at ages 15-24, 
firearms outranked every other type of 
home accident. Deaths due to electric 
current, a relatively unimportant cause 
of death in the home, were practically 
limited to males. Some of these fatal ac- 
cidents occurred when men came into 
contact with high tension lines while ad- 
justing or installing televison aerials on 
the roof, or when they came into contact 
with ordinary current while working in 
the home. 


THE JOURNAL WHEN WRITING TO ADVERTISERS 


for 
immobilising the 


lumbosacral 


When diagnosis in- 
dicates need for 
immobilization of 
the entire lumbo- 
sacral region, a 
Camp Authorized 
Dealer will provide 
your patient with 
an immediate, pro- 
fessional fitting of 
a Camp garment 
designed specifical- 
ly for the job. Your 


patients have the assurance of com- 
fort through superior construction, and 
economy through Camp’s low prices. 


SUPPORTS APPLIANCES 
JACKSON, MICHIGAN 


in 
it 
LCE 
; no | 
prescribe 
DESOMIDE CAM 
| 
[ho 
| | 
\ 
\ 4 
a 


8&8 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Extension 


HEAD HALTER 


by RITTER 
OUR PRICE $ | 950 


Quickly hung from any door. 
Made of white,* double coutil, 
fleece-lined. Buckle adjustments 
permit fitting to any 
head size. 
Halter 
comes com- 
plete with 
pulley sys- 
tem, door- 
top support, 
spreader bar 
and weight 
bag. 


THE F. A. 


RITTER 


COMPANY 
Woodward 


4624 
Ave. 


Detroit 
Mich. 


QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Americaine 
aia because only Americaine contains 20% 
dissolved benzocaine, Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Enisiotomies 
Dermatoses 

Also Available 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laboratories, Ltd., Toronto 
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Books Received 


Books received for review during the 
period from February 5 to March 5, 1956, 
are listed below. Reviews will be pub- 
lished as space permits. 


DIAGNOSIS AND TREATMENT OF VAS- 
CULAR DISORDERS (ANGIOLOGY). Edit- 
ed by Saul S. Samuels, A.M., M.D., F.A.C.A., 
F.A.C.C., Editor-in-chief, Angioiogy; Pres., 
Angiology Research Foundation; Director of 
Angiology and Attending Vascular Surgeon, 
Brooklyn Hebrew Home and Hospital for the 
Aged; Chief, Dept. of Peripheral Arterial Dis- 
eases, Stuyvesant Polyclinic Hospital, N.Y.; 
Fellow in Surgery, N.Y. Academy of Medicine; 
Formerly Chief of Vascular Clinic and Ad- 
junct Att. Surgeon, Bellevue Hospital, N.Y.; 
Honorary Member, Cuban Soc. of Angiology; 
Consulting Vascular Surgeon, Long Beach Me- 
morial Hospital, Long Beach, N.Y.; Pres., Am. 
College of Angiology. Cloth. Pp. 621, with il- 
lustrations. Price $16.00. The Williams and 
Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1956. 


PRACTICE IN RADIOTHERAPY. Under 
the General Editorship of Sir Ernest Rock 
Carling, LL.D., F.R.C.S., F.R.C.P., F.F.R., 
Consulting Surgeon, Westminster Hospital; 
Chairman, International Commission on Radi- 
ological Protection; B. W. Windeyer, M.B., 
B.S., D.Se., F.R.C.S., F.R.A.C.S., F.F.R., Pro- 
fessor of Radiology, University of London; Di- 
rector, Meyerstein Institute of Radiotherapy, 
Middlesex Hospital; Consultant in Radiotherapy 
to the Royal Air Force; and D. W. Smithers, 
M.D., F.R.C.P., F.F.R., Professor of Radio- 
therapy, University of London; Director, Ra- 
diotherapy Department, Royal Cancer Hospital; 
Consultant in Radiotherapy to the Royal Navy. 
Cloth. Pp. 549, with illustrations. Price $20.00. 
The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, Mo., 1955. 


CHRISTOPHER’S TEXTBOOK OF SUR- 
GERY. Edited by Loyal Davis, M.D., Chair- 
man of the Department of Surgery, Northwest- 
ern University Medical School. Ed. 6. Cloth. 
Pp. 1,484, with illustrations. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1956. 


DISEASES OF THE LIVER. Edited by 
Leon Schiff, M.D., Ph.D., Professor of Clinical 
Medicine, University of Cincinnati, College of 
Medicine; Director, Gastric Laboratory, Cincin- 
nati General Hospital. With a Foreword by 
Cecil J. Watson, M.D., Ph.D. Cloth. Pp. 738, 
with illustrations. Price $16.00. J. B. Lippin- 
cott Company, East Washington Square, Phila- 
delphia 5, 1956. 


PRACTITIONERS’ CONFERENCES Held 
at The New York Hospital-Cornell Medical 
Center. Vol. 3. Edited by Claude E. Forkner, 
M.D., F.A.C.P., Professor of Clinical Medicine, 
Cornell University Medical College; Attending 
Physician, The New York Hospital; Consultant 
in Medicine (Hematology), Roosevelt Hospital. 


Cloth. Pp. 293. Price $6.75. Appleton-Century- 
Crofts, 35 West 32nd Street, New York 1, 
1956, 


THE PSYCHOSOMATIC GENESIS OF 
CORONARY ARTERY DISEASE. By Don 
Carlos Peete, M.D., Associate Clinical Professor 
of Medicine, Lecturer in the History of Medi- 
cine, University of Kansas School of Medicine, 
Kansas City, Kansas. Cloth. Pp. 220, with il- 
lustrations. Price $7.75. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1955. 


DISEASES OF THE CHEST. By H. Cor- 
win Hinshaw, M.D., Ph.D., Clinical Professor 
of Medicine, Stanford University School of 
Medicine; and L. Henry Garland, M.B., B.Ch., 
Clinical Professor of Radiology, Stanford Uni- 
versity School of Medicine. Cloth. Pp. 727, 
with illustrations. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1956. 


ROENTGEN INTERPRETATION OF 
FRACTURES AND DISLOCATIONS. By 


Joseph Levitin, M.D., Chief, Department of 
Radiology, Mount Zion Hospital, San Franvis- 
co, California; and Ben Colloff, M.D., Associate 
Chief, Department of Orthopedic Surgery, 
Mount Zion Hospital, San Francisco, Cali- 
fornia. Cloth. Pp. 265, with illustrations, 
Charles C Thomas, Publisher, 301-327) bast 
Lawrence Ave., Springfield, Ill., 1956. 


SURGICAL DIAGNOSIS. By Philip Thorck, 
M.D., F.A.C.S., F.1.C.S., Professor of Surgery, 
Cook County Graduate School of Medicine; 
Clinical Associate Professor of Surgery, Uni- 
versity of Illinois College of Medicine; Diplo- 
mate of the American Board of Surgery; (o- 
Surgeon in Chief of the American Hospital; 
Attending Surgeon of the Cook County Hospi- 
tal, Senior Attending Surgeon, Alexian Broth- 
ers Hospital; Member of American Association 
of Anatomists, Fellow of the American College 
of Chest Physicians. Cloth. Pp. 320, with illus- 
trations. Price $12.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1956. 


CURRENT THERAPY 1956. Latest Ap- 
proved Methods of Treatment For The Practicing 
Physician. Edited by Howard F. Conn, M.D. 
Cloth. Pp. 632. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1956. 


Ciba Foundation Symposium on EXPERI- 
MENTAL TUBERCULOSIS—Bacillus and 
Host. With an Addendum on Leprosy. Editors 
for the Ciba Foundation: G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., B.Ch., and Mar- 
garet P. Cameron, M.A., A.B.L.S., assisted by 
Cecilia M. O’Connor, B.Sc. Cloth. Pp. 36, 
with illustrations. Price $9.00. Little, Brown 
and Co., 34 Beacon Street, Boston 6, 1955. 


EPITOME OF THE PHARMACOPEIA OF 
THE UNITED STATES AND THE NaA- 
TIONAL FORMULARY with Comments. Is- 
sued Under the Direction and Supervision of 
the Council on Pharmacy and Chemistry of the 
American Medical Association. Ed. 10. Cloth. 
Pp. 322. Price $3.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1955, 


A Manual of FRACTURES AND DISLO- 
CATIONS. By Barbara Bartlett Stimson, A.B., 
M.D., Med. Sc.D., F.A.C.S., Director of 
partment of Bone and Joint Surgery, St. Fran- 
cis Hospital, Poughkeepsie, New York; Chair- 
man of Trauma Committee, Vassar Broth- 
ers Hospital, Poughkeepsie, New York; Con- 
sultant in Orthopedics, Hudson River State 
Hospital, Poughkeepsie, New York; Sharon Hos- 
pital, Sharon, Connecticut; Northern Dutchess 
Health Center, Rhinebeck, New York; Former- 
ly Assistant Professor of Surgery, Colum)ia 
Presbyterian Medical Center, and Attending 
Surgeon on the Fracture Service at Presby- 
terian Hospital. Ed. 3. Cloth. Pp. 224, wth 
illustrations. Price $4.50. Lea & Febiger, Was!- 
ington Square, Philadelphia 6, 1956. 


YOUR BLOOD PRESSURE And How to 
Live With It. By William A. Brams, M./). 
Cloth. Pp. 160, with illustrations. Price $2.\)5. 

B. Lippincott Company, East Washingt.n 
Square, Philadelphia 5, 1956. 


A MODERN PILGRIM’S PROGRESS FC 
DIABETICS. By Garfield G. Duncan, M.!?.. 
Clinical Professor of Medicine, Jefferson Me:i- 
cal College; Director of the Medical Divisions 
of the Pennsylvania Hospital and the Benjamin 
Franklin Clinic, Philadelphia. Cloth. Pp. 222. 
W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1956. 
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to control 

any capillary or venous bleeding 
rapidly—within minutes, 
regardless of origin... 


to prevent 


surgical bleeding safely”... 


KOAGAMIN 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


Lian) CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 
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So thoroughly revised it’s like a new book 


SURGERY OF THE 
AMBULATORY PATIENT 


by L. Kraeer Ferguson, M.D. 


This up-to-date survey of “office surgery” is made- 
to-order for the physician who treats surgical 
lesions in patients not confined to hospitals. It’s a 
practical guide and consultant offering valuable 
how-to-do-it information. Part III is a clinical 
manual on management of fractures with line draw- 
ings detailing what to do. An immensely handy 
and useful book! 


| 866 Pages 664 Illustrations 3rd Edition, 1955 $12 
All phases of sex counseling covered in 


SEXUAL HYGIENE 
AND PATHOLOGY 


A Manual for the Physician 


John F. Oliven, M.D 
Psyehiateict to Vanderbilt Clinic, 

Columbie-} resbyterian Medical Center, New York 
“.. a very complete discussion of sexual develop- 
ment and experience within the normal range of 
behavior . . . throughout the entire book, the phy- 
sician will find help in understanding his part . 
in the diagnosis and management of problems re- 
lating to sexual hygiene and pathology.” 

—Journal of Osteopathy 


“.. . a practical guide for the physician who is 
called upon to instruct parents, patients, and others 
in matters pertaining to sex.’ 
—Clinical Osteopathy 
Worth its cost for the marriage counseling section alone! 
481 Pages Published, 1955 $10 


AMERICAN DRUG INDEX 


by Charles O. Wilson and T. E. Jones 


More than 12,000 drugs and drug products arranged alpha- 
betically by generic name, trade name, pharmacological 
groups; cross indexed so you can get complete information 
when only one major ingredient is known. Never before so 
much needed information in one place. 


: 576 Pages 
LIPPINCOTT Published, 1956 
B KS $5 
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PHILADELPHIA 
MONTREAL 


J. B. LIPPINCOTT COMPANY, 

East Washington Square, Philadelphia 5, Pa. 

In Canada: Medical Arts Bldg., Montreal 
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(1 SURGERY OF THE AMBULATORY PATIENT. 
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(1 AMERICAN DRUG INDEX 


Name 

Address 

(0 Charge (| Convenient Monthly Payments [| Check Enclosed 


JAOA—4-56 


89 
F 
y 
if 
t 
—_ 
— 
[] 
si2 


PLEASE MENTION THE JOURNAL WHEN IWRITING TO ADVERTISERS Journal A.0.A. 
pril, 195 


It’s not a 
distress call... 


not yet. i 


but it could be— 


ND PHENOBARBIT 


The “distress call” in obesity often comes AMBAR™ TABLETS 
Methamphetamine Hydrochloride . . 3.33 mg. 
Phenobarbital (1/3 gr.) 


Average duration of therapeutic effects 4 hours 


from the emotional “misfit,” unable to 
control mood or appetite. Ambar allays this 
hunger sensation by gently lifting the 
depressed mood, and subtly reducing the 
emotional distresses so often responsible for 


AMBAR™ EXTENTABS* 
Methamphetamine Hydrochloride . . 
Phenobarbital (1 gr.) 


i 
the urge to overeat. Ambar brings the Average duration of therapeutic effects 


obese patient’s appetite “down to normal”. . . 10-12 hours 

. without peaks of stimulation ° 

. without troughs of depression 
Literature available on request. 
. without significant cardiovascular effects 


. without postmedication “jitters” Robins’ registered trade-mark for Extended Action tablets. 


A. H. ROBINS COMPANY, INC., RICHMOND, VIRGINIA 
Ethical Pharmaceuticals of Merit Since 1878 
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CHANGES OF ADDRESS AND NEW LOCATIONS 


Anderson, Roger B., from Manning, Iowa, to 223 Badgerow Bldg., 
Sioux City 9, Iowa 

Bannister, Gordon, KC ’55; Community Hospital, Inc., 1405 Holland 
Ave., Houston 15, Texas 

teal, James LeRoy, from Detroit, Mich., to Oklahoma Osteopathic 
Hospital, 744 W. Ninth St., Tulsa 5, Okla. 

Berlier, Lawrence W., from South Pasadena, Calif., to 831 Balboa 
Drive, Arcadia, Calif. 

Bernheisel, James L., from Route 1, to 2201 Carlisle Road, York, Pa. 

Berrey, Ivan Willard, from Edmund, Okla., to 508 W. Main St., 
Yukon, Okla. 

Berry, Andrew Henry, KCOS ’55; 1420 W. Winchester, Detroit 3, 
Mich. 

Ress, Harold L., COPS ’54; 5716 Rodman St., Philadelphia 43, Pa. 

lem, Donald F., DMS ’55; 2535 Riverside Drive, Trenton, Mich. 

Lorman, Richard H., from Des Moines, Iowa, to 4521 Spruce St., 
Philadelphia 39, Pa. 

TRoxman, Donald, KC ’55; Flint General Hospital, 765 E. Hamilton 
Ave., Flint 5, Mich. 

Brady, Walter E., KC ’55; Corpus Christi Osteopathic Hospital, 1202 
Third St., Corpus Christi, Texas 

Irigham, Crichton C., from 2901 Rowena Ave., to 3133% Glendale 
Blvd., Los Angeles 39, Calif. 

Lurroff, Dale W., from 3331 Michigan Ave., to 1810 E. 40th St., 
Kansas City 30, Mo. 

Carneval, Daniel C., KC ’55; Bashline-Rossman Osteopathic Hospital 
& Clinic, Cor. Pine & Center Sts., Grove City, Pa. 

Castle, William G., KCOS ’55; 136 John R, Clare, Mich. 

Chambers, George H., KCOS ’55; 228 Texas St., Pittsburg, Texas 

Clark, George G., from Kansas City, Mo., to 7002 S. Park Blvd., 
Ifouston 21, Texas 

Cline, Duane D., KCOS ’55; Monte Sano Hospital, Inc., 2834 Glen- 
dale Blvd., Los Angeles 39, Calif. 

Conley, James F., from 603 E. 12th St., to 4925 Franklin Ave., Des 
Moines 4, lowa 

Conrad, Edgar Donald, KC ’55; Flint Osteopathic Hospital, Inc., 416 
W. Fourth Ave., Flint 3, Mich. 

Dailey, Warren F., KC ’55; 251 Denslowe Drive, San Francisco 27, 
Calif. 

Dam, George R., KC ’55; 14 Forest Park, Portland 3, Maine 

Daughters, Harry L., from Pico, Calif., to 224 W. Central Ave., 
La Habra, Calif. 

Davis, L. D., KC ’55; 915 S. Lawton, Tulsa 7, Okla. 

Dean, O. Howard, Jr., KC 755; 12556 Fairport Ave., Detroit 5, Mich. 

Dickey, John Q., KC ’°55; Detroit Osteopathic Hospital, 12523 Third 
Ave., Detroit 3, Mich. 

Dieudonne, Charles C., from Glendale 5, Calif., to 1721 Griffin Ave., 
Los Angeles 31, Calif. 

Dillabough, Harvey M., from 711 Cloverdale Ave., to 211 First Natl. 
Bank Bldg., Winston-Salem 3, N. C. 

Duvall, W. H., KC ’55; Box 81, Arnett, Okla. 


Edgerton, John C., from Battle Creek, Iowa, to Manning General 
llospital, Manning, lowa 

Edwards, Edward B. M., from Galena Park, Texas, to 109 N, Dixie 
Highway, Oakland Park, Fla. 

Fischer, Herbert, fron: Ardmore, Pa., to 125 Cheswold Lane, Haver- 
ford, Pa. 

Gerner, Alvin L., DMS °55; Oklahoma Osteopathic Hospital, 744 W. 
Ninth St., Tulsa 5, Okla. 

Gilmore, Norval H., KC ’55; Flint Osteopathic Hospital, 416 W. 
Fourth Ave., Flint 3, Mich. 

Goldman, B. B., from 1818 Second Ave., to 5516 E. Grand Ave., 

Dallas 10, Texas 


Hamilton, Warren B., KCO S ’55; 1112 W. Hamilton St., Kirksville, 
Mo. 

Hammond, Claude J., from 3290 Calder Ave., Box 2067, to 3175 
Calder Ave., Beaumont, Texas 

Harbaugh, Edward D., from 617 Wright Bldg., to 3311 E. 11th St., 
Tulsa 12, Okla. 

Ilartner, Charles, from 903 Norfolk Ave., to 102 S. Ninth St., Nor- 
folk, Nebr. 

Harvie, Evan T., from Los Angeles, Calif., to 17411 Crenshaw Blvd., 
Torrance, Calif. 

Hasbrouck, Louis, DMS ’55; Rocky Mountain Osteopathic Hospital, 
4701 E. Ninth Ave., Denver 20, Colo. 

Ilenry, Boyd D., from Glendale, Calif., to 3161 Los Feliz Blvd., Los 
Angeles 39, Calif. 

llenry, Marion C., Jr., from Detroit, Mich., to 10101 Tireman Ave., 
Dearborn, Mich. 

lloffa, Howard A., KCOS ’55; Charles E. Still Osteopathic Hospital, 

1201 S. Madison St., Jefferson City, Mo. 
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Hohn, Gerald J., DMS ’55; Grand Rapids Osteopathic Hospital, 1919 
Boston St., S. E., Grand Rapids 6, Mich. 

Hubacher, George D., Jr.. DMS ’55; Houston Osteopathic Hospital, 
5115 Montrose Blvd., Houston 6, Texas 

Humphrey, David W., KCOS ’55; Box 256, Harrisville, Pa. 

Johnson, R. H., from East Detroit, Mich., to 23001 Mack Ave., St. 
Clair Shores, Mich. 

Johnston, Dell H., from 32214 W. Reed St., to 515 W. Rollins S:., 
Moberly, Mo. 

Johnston, Eugene B., Jr., from Prague, Okla., to 609 McLain S:., 
Dayton 3, Ohio 

Kane, Elliot C., from 2630A E. Lehigh Ave., to 3642 N. Sixth S:, 
Philadelphia 40, Pa. 

Keagy, Marvin M., from 1253 W. Market St., to Atlantic Ave. 
Parkway Blvd., York, Pa. 

Kelley, W. C., KC ’55; McCormick Osteopathic Hospital & Clinic, 
Inc., 319 Grand Ave., Moberly, Mo. 

Kennedy, Forrest L., KC ’55; Fort Worth Osteopathic Hospital, Inc., 
3705 Camp Bowie Blvd., Fort Worth 7, Texas 

Kent, Eric G., KC °55; Doctors Hospital, 1087 Dennison Ave., 
Columbus 1, Ohio 

Kent, Joye Dantaise, KC ’55; Bay View Hospital, 23200 Lake Road, 
Bay Village, Ohio 

King, Edward Douglass, from Detroit, Mich., to 10814 W. Camelback 
Road, Phoenix 42, Ariz. 

Klucka, Thomas J., KCOS ’°55; 18525 Mitchell Ave., Detroit 34, Mich. 

Lockward, William H., from Glendale, Ariz., to Northwest Hospital, 
1060 N. W. 79th St., Miami 38, Fla. 

Mackey, J. Kevin, KCOS ’55; Dallas Osteopathic Hospital, 5003 
Ross Ave., Dallas 6, Texas 

MacLeod, Robert F., from Detroit, Mich., to 222 E. Sixth St., Royal 
Oak, Mich. 

Mahan, Glenn W., from Norwalk, Calif., to 6336 Rita, Huntington 
Park, Calif. 

Marsey, Charles F., Jr., from Tuttle, Okla., to Shields Medical Clinic, 
128 S. E. 44th St., Oklahoma City 9, Okla. 

Marshak, Rubin, from Flint, Mich., to 914 Hoe Ave., Bronx 59, N. Y. 

Meyer, William A., from 6026 W. Lisbon Ave., to 3718 N. 92nd St., 
Milwaukee 16, Wis. 

Miller, Edgar S., from 222 S. Huntington Ave., to 30 Huntington 
Ave., Boston 16, Mass. 

Mitchem, K. E., KC ’55; Doctors Hospital, 1087 Dennison Ave., 
Columbus 1, Ohio 

Munroe, Marion B., KC °55; 105 N. Avenue A, Portales, N. Mex. 

Nobles, Robert Henry, KC ’55; 1906B Brazos, Amarillo, Texas 

Noffsinger, Paul E., from Denver, Colo., to 215 Security Bldg., Seattle 
4, Wash. 

Olson, Albert R., from Sandusky, Mich., to 25877 Jefferson Ave., St. 
Clair Shores, Mich. 

Olson, Lyle C., KC ’55; 6642 Belfast Ave., Detroit 10, Mich. 

Pearson, R. C., KCOS ’55; 1628 S. E. Ladd Ave., Portland 14, Ore. 

Pechacek, John, KCOS ’55; 4270 Livernois Ave., Detroit 10, Mich. 

Perloff, Reuben M., from Los Angeles, Calif., to 11373 Washington 
Blvd., Culver City, Calif. 

Perraud, George O., Jr., from Box 1126, to Box 458, New Port 
Richey, Fla. 

Petty, Zane H., from Humeston, Iowa, to Box 143, Chariton, Iowa 

Platt, John T., from Huntington Park, Calif., to Los Angeles County 
Osteopathic Hospital, 1100 N. Mission Road, Los Angeles 33, Calii. 

Porte, Robert E., DMS ’55; Flint Osteopathic Hospital, Inc., 416 
W. Fourth Ave., Flint 3, Mich. 

Price, Everette L., from Lutesville, Mo., to 13207 Curtis & King 
Road, Norwalk, Calif. 

Pryor, Ted J., KC °55; Waldo General Hospital, 8511 15th Ave., 
N. E., Seattle 5, Wash. 

Rawson, G. Holbrook, from Los Angeles, Calif., to 4016 Broadway, 
Huntington Park, Calif. 

Reid, James R., KCOS ’55; Dallas Osteopathic Hospital, 5003 Ross 
Ave., Dallas 6, Texas 

Root, George H., from Los Angeles, Calif., to 14420 Crenshaw Blvd., 
Gardena, Calif. 

Rose, Donald E., from Box 379, to Box 268, Rimersburg, Pa. 

Rosso, Frank S., KCOS ’55; 3515 Colonial Ave., St. Louis 20, Mo. 

Rubinstein, Samuel H., from Philadelphia, Pa., to 841 Margo Lane, 
Penn Valley, Narberth, Pa. 

Ruettinger, Harold, Jr., from Dearborn, Mich., to Detroit Osteopathic 
Hospital, 12523 Third Ave., Detroit 3, Mich. 

Schupback, Lowell L., KC ’55; Community Hospital, Inc., 1405 Hol- 
land Ave., Houston 15, Texas 

Schwan, Richard Lee, DMS 55; Portland Osteopathic Hospital, 616 
N. W. 18th St., Portland 9, Ore. 

Sheffield, Harold N., KC ’55; Lakeside Hospital, 2801 Flora Ave., 
Kansas City 9, Mo. 

Shelly, C. Richard, from Belen, N. Mex., to 2129 San Mateo, N. E., 
Albuquerque, N. Mex. 
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Shelton, Paul P., Jr., KCOS °55; Waldo General Hospital, 8511 15th 
Ave., N. E., Seattle 5, Wash. 

Slawson, Staley B., Jr., KCOS ’55; South Bend Osteopathic Hospital, 
118 S. William St., South Bend 1, Ind. 

Somers, N. Louis, from Box 8156, to 15042 Madeira Way, Madeira 
Beach, Fla. 

Sutton, Keith P., KCOS ’55; Bashline-Rossman Osteopathic Hospital 
& Clinic, Cor. Pine & Center Sts., Grove City, Pa. 

Thomas, Robert C., from 210 S, Country Club Road, to 218 E. Prince 
Road, Tucson, Ariz. : 

Titcomb, William R., from Skidmore, Mo., to 1105 N. 26th St., St. 
Joseph 34, Mo. 

Topol, Herbert, from Orono, Maine, to 1930 N. E. Seventh St., Fort 
Lauderdale, Fla. 

Trimble, Ramsey R., from 112 Center Bldg., to 125 N. Calhoun St., 
Tallahassee, Fla. 

Turney, James K., KCOS '55; 234 E. 110th St., Seattle 55, Wash. 

Van De Linder, O. R., from 424 W. Broadway, to 305 Broadway 
Tower, Enid, Okla. 

Waddel, Harold C., from Rural Delivery, to Box 208, Schwenks- 
ville, Pa. 

Waddel, Ruth E., from Rural Delivery, to Box 208, Schwenksville, Pa. 

Waiczak, Joseph Richard, DMS ’55; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

We-ley, Adelin M., CCO ’53; Flint Osteopathic Hospital, 416 W. 
Fourth Ave., Flint 3, Mich. 

Williams, Aubrey D., KC ’'55; 518 E. 43rd St., N., Kansas City 
16, Mo. 

Wolf, William Vernon, Jr., KCOS '55; Lakeside Hospital, 2701 Flora 
Ave., Kansas City 9, Mo. 

Woodward, Thomas P., from South Bend, Ind., to Northwest Hospital, 
i060 N. W. 79th St., Miami 38, Fla. 

Zammar, Charles Joseph, from Kansas City, Mo., to 300 S. Liberty 
St., Independence, Mo. 

Zammar, Fred J., from Martin Bldg., to 300 S. Liberty St., Inde- 
pendence, Mo. 


APPLICATIONS FOR MEMBERSHIP 


ARIZONA 
Schmook, Raymond J., (Renewal) 57 E. Thomas Road, Phoenix 43 
FLORIDA 
Borders, Harold H., 852 Arlington Ave., N., St. Petersburg 2 
IOWA 


DeNise, Nancy C., (Renewal) 2418 Maryland Pike, Des Moines 10 


MICHIGAN 


Conner, Walter G., (Renewal) 11319 E. Jefferson Ave., Detroit 14 


NEW JERSEY 


Sifrit, Robert L., (Renewal) 4708 New York Ave., Union City 


OKLAHOMA 


Dodge, John W., (Renewal) Box 227, Jones 

Bell, L. Ralph, (Renewal) Meeker. 

Larsen, O. R., 2225 Exchange Ave., Oklahoma City 8 

McDermott, Edward J., (Renewal) 2536 S.W. 29th St., Oklahoma 
City 8 


PENNSYLVANIA 


Plansoen, Cornelius L., (Renewal) 121 Federal St., Cambridge 
Springs 

Guerdan, Donald C., (Renewal) 437 S. Main St., Hatfield 

Katz, Harry R., (Renewal) 6969 Stenton Ave., Philadelphia 38 


Parisi, Elena W., Metropolitan Hospital, 300 Spruce St., Phila- 
delphia 6 


inhibition of 
the cough 
reflex with 


TOCLASE 


BRAND OF CARBETAPENTANE CITRATE 


non-narcotic, non-opiate, highly palatable 
antitussive agent 

Toctase Expectorant Compounp 
Sugar-free, pleasant-tasting, cherry-flavored, 
amber-colored syrup. Bottles of I pint. 
Toctase Syrup Pleasant-tasting, cherry- 
flavored, red-colored syrup. Bottles 

of 1 pint. 

ToctaseE TaBLets For convenience 

at work or recreation. 25 mg. tablets, 
bottles of 25. 
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NEW (7th) EDITION: Hundreds of new 
words, a wealth of important new knowledge 
is brought in this thoroughly revised edition. 


Best seller’on the medical book lists 
. almost a million copies sold! 


TABER’S 
CYCLOPEDIC 
MEDICAL DICTIONARY 


Here, you will happily discover, is more than a 
medical dictionary! It is a great storehouse of modern 
information on Medicine, Surgery, Nursing, Chem- 
istry, Bacteriology, Drugs, Anatomy and Physiology, 
Diagnosis, Treatment . . . dozens of subjects covered 
in marvelous “ready answers.” 


Osteopathic physicians and all professional workers 
find this Dictionary outstanding because it gives un- 
usually complete information —frequently devoting 
2 or 3 pages to a single subject. 


The reviewer in the A.M.A. J1. praises it outspokenly 
and says that the book contains an “amazing” amount 


of information! 


given TABER’S CYCLOPEDIC MEDICAL DIC. 
TIONARY a highly authoritative character in all de- 
partments. There are many valuable charts, tables of 
important information, and 291 helpful illustrations, 


1312 pages, 291 illustrations. Thumb-indexed, with flexible 
binding, $5.25 


F. A. DAVIS CO. 
1914 Cherry St., Phila. 3, Pa. 
Please send a copy of the New (7th) Edition of l 
| TABER'S CYCLOPEDIC MEDICAL DICTIONARY and 
| charge the $5.25 to my account. | 
| 
| | 
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A distinguished group of medical specialists have | 


OFFICIAL AUTOMOBILE 
EMBLEM 


Design, consisting of green cross and gold lettering on 
white background, is executed in best quality baked 
enamel on a heavy bronze convex shield. Washable 
and weatherproof. 

Fitted with steel bracket for attachment to license plate 
holder. 

Recognized by many local and state police departments. 
Supplied only to members of the American Osteopathic 
Association. 


Price $1.50, Postpaid 


American Osteopathic Association 
212 E. Ohio Street Chicago 11, Illinois 


PRESCRIPTION SERVICE 


FOR 


ALLERGIC DISEASES 


ALLERGENIC EXTRACTS, DIAGNOSTIC 
AND THERAPEUTIC 


Devoted exclusively to the manufacture of 


pollen, fungus, epidermal, food, dust, and 


miscellaneous allergenic extracts for the 


diagnosis and treatment of allergic con- 


ditions. 


A pollen check list for your state and other 


literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


1111 N. Lee Avenue 


Pasteur Medical Building 


Oklahoma City |, Oklahoma 
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Operative Delivery Table...... 
FOR ABDOMINAL OR PERINEAL ROUTE DELIVERY 


@ The new 22” 500N table assures both the patient and 
the Obstetrician the fullest advantages of modern 
obstetrical practice under all conditions. 

The growing practice of performing cesarian sections in 
the O.B. room... without moving or disturbing the patient 
...is made easy by the 22” surgery width of the 500N. 
Yet the table will accommodate even the largest patient 
during normal delivery and the universally adjustable knee 
and foot rests accommodate all patients fron the tallest 
to the shortest. 

Write for bulletin C171 
The “clean” lines of the 
500N table provide mox- 
imum comfort and freedom 


for the surgeon... with toe 
space, folding handles, etc. 


“df non-elective cesarian section is in- 
dicated, patient is quickly and easily 
positioned for surgery simply by lowering 
extremities and raising the foot section. 
The anesthetist need not change position 
of head of patient. 15" height adjustment and every known obstetrical 
, posture from high lithotomy to Walcher position 
provides convenient approach to the perineal field. 


BRANCH OFFICES IN 14 PRINCIPAL CITIES 
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AVOID 
RE-INFECTION FROM 


VAGINAL 


TRICHOMONIASIS 


ARNAKY reports that in vaginal trichomoniasis 
K “|. . approximately 39 to 47 percent of resist- 
ant cases are reinfections from the sexual partner.”” 
Symptom-free carriers. Most infected husbands of 
infected wives are asymptomatic. They are “.. . none 
the less a potential source of re-infection in wives 


successfully treated.’ 


Protect the wife. Karnaky recommends in recurrent 
cases of vaginal trichomoniasis that the husband 
wear a condom at coitus for as long as four to nine 
months. By the end of this time the trichomonads 
he harbors will usually die out. 


Prescribe high quality condoms. Take advantage of 
Schmid product improvements to win cooperation 
of the husband. According to the preferences of your 
patient, prescribe Schmid condoms by name. 
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XXXX (rourex)® skins are made from the cecum 
of the lamb and are pre-moistened. They feel like 
the patient’s own skin and do not dull sensory effect. 
RAMSES® natural gum rubber condoms are differeiit 
—transparent, tissue-thin, yet strong. 


Your prescription of Schmid condoms circumvents 
embarrassment, assures fine quality, provides essen- 
tial protection. 


Treat the wife. The Davis technique? with Vacisec * 
liquid shows better than 90 per cent success in 
clinical data obtained by more than 150 physicians.* 
Unusual three-way attack with Vacisec (originally 
“Carlendacide’”’) actually explodes trichomonads. 
Liquid and jelly. 

References: 

1. Karnaky, K. J.: Urol. & Cutan. Rev. 48:812 (Nov.) 1935. 
2. Lanceley, F., and McEntegart, M. G.: Lancet 1:668 (Apr. 


14) 1953. 3. Karnaky, K. J.: J.A.M.A. 155:876 (June 26) 
1954. 4. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 


JULIUS SCHMID, Inc. 
propbylactics division 
423 West 55th Street, New York 19, N. Y. 


VAGISEC, XXXX (FOUREX) and RAMSES are registered trade-marks of 
Julius Schmid, Inc. tPat. App. for 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


Write or see your local representative for details. 


A. 8. Aloe Company no svssiviaries 
1831 Olive St. ¢ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS ATLANTA WASHINGTON, D. C. 


®@ Anal Stricture 
® Achalasia 


© Constipation 


IN SPASTIC CONSTIPATION 


teach spastic sphincters controlled relaxation 


Young's Rectal Dilators gently 
stretch tight, spastic, or hyper- 
trophic anal sphincters . . . reduce 


Recommended for: 


© Postoperatively tonus . . . induce mild peristalsis 
hemorrhoidectomy . . and train the defecation re- 
- fistulectomy flex. In graduated sizes for pro- 
Prolapse gressive therapy. FOR INFANTS: 


Made of flexible rubber. FOR 
CHILDREN AND ADULTS: Mace 
of bakelite. 


Send for Literature 


F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 7, Ill. 


Also for: 


© Perineal Repair 
Dyspareunia 
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Personalize Arthritis 
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| 
Therapy 


with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies‘ advocates in a recent article in the 
Journal of the American Medical Association. 


Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.’ 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BuFFERIN, the salicylate proved to be better tolerated 
by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFErin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158:386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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She’s a problem sometimes, isn’t she? Even if 


she knows that eating for two means quality, 


not quantity, she’s just not always sure what 


quality implies. When she gets hungry enough 


for two, she can’t always be logical about it. 


And she can rationalize that extra gain so easily, 


with one eye on the calendar. 


Fortunately for today’s expectant mothers, 


weight-watching can be much easier... with 
Instant Pet Nonfat Dry Milk. 


She can reconstitute it for drinking, and enjoy 


delicious fresh-milk flavor with all milk’s 


protein, calcium, and B-vitamins—but only 


tor ae half the calories of whole milk. She can use 
NO) 

4 _ nt Instant Pet, in either liquid or dry form, to cut 
é PET calories in cooking. And the addition of extra 


Instant Pet, in dry form, to some of her favorite 


dishes can greatly increase needed calcium and 


protein intake without appreciably 


increasing calories. 


When she has Instant Pet’s help in her weight- 


watching for two, she’s a lighter load on your 


scales, less of a problem for you. 


Instant PET NONFAT DRY MILK 
supplies essential milk nourishment with 


minimum caloric intake at minimum cost. 


PET MILK COMPANY * ARCADE: BUILDING « ST.LOUIS 1, MISSOURI 
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TAMPAX 


eliminates 
these common 
menstrual discomforts 


BANISHES OFFENSIVE ODOR... 


e PERINEAL IRRITATION... 


UNSIGHTLY, REVEALING 
BULGES 


_ As evidenced by long clinical ex- 


perience, Tampax, the intra- 
vaginal guard of choice, relieves 
much of the embarrassment once 
accepted as inevitable during the 
menses .. . Tampax affords grati- 
fying protection, freedom from 
chafing often associated with ex- 
ternal pads and guards against 
odor... Three absorbencies . . . 
Tampax Super, Regular or Junior 
meet varying requirements. 


Professional Samples on Request 


TAMPAX INCORPORATED 
PALMER, MASSACHUSETTS 
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stops morning 
sickness 
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blue at breakfast? 


BONADOXIN 


(BRAND OF MECLIZINE HCI, PYRIDOXINE HCI) 


few 


__bedtime and on arising. 
~ In bottles of 25 and 100, prescription 


‘Méniére’s syndrome. 


April, 1956 


Fifteen investigators have now con- 
firmed BONADOXIN’s efficacy. In 
287 patients treated for nausea and 
vomiting of pregnancy, BONADOXIN 
was “of great benefit in 90.8% of the 
cases.” Complete relief was often 
afforded “within a few hours.” 


Each BONADOXIN tablet contains: 


Mild cases: One BONADOXIN tablet 
at bedtime. Severe cases: One at 


only. Also indicated in post-radiation 
sickness, nausea following surgery, 


1. Groskloss, H. H. et al.: 
Bonadoxin®: a unique control for 

nausea and vomiting of pregnancy. 
Clin. Med. : 2:885 (Sept.) 1955. 


100 
..-ojten within 
Meclizine HC] mg. 
Pyridoxine HCI . 50 Meg. 
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HARD-TO-KILL TRICHOMONADS 


WITHIN 15 SECONDS’ CONTACT 
WITH VAGISEC LIQUID 


ITH THE Davis technique,t using Vacisec® liquid and jelly, flare-ups of 

Wi vecinal trichomoniasis rarely occur. Vacisec liquid actually explodes 

trichomonads within 15 seconds after douche contact.! Better than 90 per cent 

apparent cures follow use of this new trichomonacide,? developed as “Car- 

lendacide” by Dr. Carl Henry Davis, noted gynecologist and author, and 
C. G. Grand, research physiologist. 


No trichomonad escapes — The fast triple action of Vacisec liquid dooms the 
trichomonad. Three surface-acting agents combine in synergistic attack,! to 
weaken the cell membrane, to remove waxes and lipid materials from the 
membrane surface, and to denature the protein. With its cell wall destroyed, 
the parasite imbibes water, swells and explodes. All this occurs within 15 sec- 
onds. Only scattered fragments remain. 


No other agent or combination of agents kills the trichomonad in this specific 
fashion or with the speed of Vacisec liquid. When the patient uses VacisEc 
jelly as well —the recommended routine — these good effects continue in- 
definitely.* 

Reaches hidden trichomonads — Unlike many agents, Vacisec liquid thorough- 
ly penetrates and dissolves the cellular debris and mucoid material lining the 
vaginal surface.’ It reaches hidden trichomonads — often the cause of treat- 
ment failure — as well as parasites swimming freely in the canal. 


The Davis technique — Office therapy with Vacisec liquid is combined with 
home treatment. Both liquid and jelly are prescribed. 


OFFICE TREATMENT — Wipe vaginal walls dry with cotton balls, 
then wash thoroughly for about three minutes with a 1:250 dilution 
of Vaaisrc liquid. Remove excess fluid with cotton balls. Dr. Davis 
recommends three treatments the first week, two the second and one 
the third. 


HOME TREATMENT — Patient douches with Vacisec liquid at night 
and inserts Vacisec ielly every morning except on office treatment 
days, through two menstrual periods. Douching is contra-indicated 
for pregnant women, 


Husband re-infects wife — Since “trichomonads may be passed from the in- 
fected male to the uninfected partner during coitus,”® prevent re-infection by 
recommending the use of condoms. Specify RAMSES,® the finest possible 
rubber prophylactic, transparent, very thin yet strong; or XXXX (Frourex) ® 
skins, of natural animal membrane — pre-moistened. Your prescription of 
one of these brands insures the protection afforded by Schmid quality condoms 
and assures full acceptance of your regimen. At all pharmacies. 


JULIUS SCHMID, iwc. 


gynecological division 


Active ingredients in Vacisec liquid: Polyoxy- 423 West 55th St., New York 19, N. Y. 


ethylene nonyl phenol, Sodium ethylene diamine 
tetra-acetate, Sodium diocty! sulfosuccinate. In 
addition, Vacisec jelly contains Boric acid, Al- 
cohol, 5% by weight. 


VaGisec, RAMSES and XXXX (FOUREX) are 
registered trade-marks of Julius Schmid, Inc. 


tPat. App. for 


Top to bottom: 

2 sec. CONTACTS 
4 sec. COMPLEXES 
6 sec. DISSOLVES 
8 sec. DENATURES 
10 sec. SWELLS 
15 sec. EXPLODES 
16 sec. SCATTERS 


References: 1. Davis, C. H.: 
J.A.M.A. 157:126 (Jan. 8) 1955. 
2. Davis, C. H.: West. J. Surg. 
63:53 (Feb.) 1955. 3. Davis, 
C. H., and Grand, C. G.: Am. 
Jour. Obst. & Gynec. 68:559 
(Aug.) 1954. 4. Davis, C. H. 
(Ed.): Gynecology and Obstet- 
rics (revision), Hagerstown, 
Md., W. F. Prior, 1955, vol. 3, 
chap. 7, pp. 23-33. 5. Draper, 
. W.: Internat. Rec. Med. 
168:563 (Sept.) 1955. 
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Lift the depressed patient up to normal 
without fear of overstimulation... —_— 


A HAPPY MEDIUM 
IN PSYCHOMOTOR 


STIMULATION 


/ e Boosts the spirits, relieves physical fatigue 
and mental depression .. . yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters .. .”! and counteracts over- 
sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 

Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ...so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’? 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 


djusted to the individual Personal communication. 
2. Harding, C. W.: Personal 
ng, C. W.: 
communication. 3. Hollander, 
W. M.: Personal communi- 
cation. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000 


CIBA 


SUMMIT, N.J. 
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